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GUEST EDITORIAL 


Your Blue Cross Is In The Red 

HE Virginia Hospital Service, your Blue Cross, was sponsored in Richmond by 

the Richmond Academy of Medicine in 1935 when the total number of Blue Cross 
subscribers nationally was less than 100,000. Today there are 340,000 people cov- 
ered by the Richmond Blue Cross plan of pre-payment for hospital expenses, and over 
700,000 are covered by the four Blue Cross plans in the State of Virginia with the 
national figure in excess of 42,000,000. In 1945 the medical-surgical plan was launched 
in Virginia. This is known locally and nationally as Blue Shield. Together these 
two non-profit organizations offer the medical profession’s most dynamic argument 
against sccialized medicine and the welfare state. 

Blue Cross’ growth has been phenomenal but with this increase in its availability 
to more and more pecple have come increasing problems. Blue Cross has no capital 
except the good will of hospitals and cooperating physicians. In the last five years 
its meager contingency reserves have been and are being seriously depleted and 
unless something is done, Blue Cross faces insolvency. 


Now what are the factors which have made such a growing enterprise show signs 


of financial weakness. In the first place, rising hospital costs have actuated the hos- 
pitals to requesting and receiving increased payments for services rendered. To accom- 
plish this Blue Cross has been forced to appeal twice in the last five years to the State 
Corporation Commission for an increase in subscriber premium rates, its only source 
of revenue. At neither appeal was it granted as much as it needed and consequently 
Blue Cross may again be forced to make a third appeal. This is an arduous, time con- 
suming, and expensive task. Blue Cross is but an agent of the participating hospitals 
which is vitally affected by hospital economics. These have been discouragingly on 
the upward spiral with our whole national fiscal structure. This then is the upper 
mill stone of the grinding process. 

The nether mill stone is the alarming increase of subscriber utilization. In the 
United States as a whole in 1950, 105 persons of every one thousand went to the hos- 
pital. Of the 25 per cent of the population enrolled in Blue Cross 121 per one thou- 
sand subscribers were hospitalized with only 100 out of every thousand not covered by 
Blue Cross. While the national picture is alarming enough, in 1950 the total hospital 
utilization for all population in the State of Virginia was 83.8 per one thousand 
persons. Among non-Blue Cross subscribers the rate was 74.5 per one thousand and 
in the four Blue Cross plans in the State of Virginia in 1950 the utilization was 134.3 
per cne thousand. In the Richmond plan 50 per cent more Blue Cross subscribers than 
non-Blue Cross subscribers out of every one thousand were hospitalized; that is, 147 
per one thousand in 1950, while in the year of 1951 this figure has risen to about 152 
per one thousand Blue Cross subscribers. 

Thus over-utilization becomes the most alarming of the two factors in the Blue Cross 





VirGINIA MEpICcCAL MONTHLY VoLUME 79, 


dilemma, alarming because it is self-destructive, and depressing bécalise it vividly re- 
veals a misunderstanding on the part of physicians and laymen of the great underly- 


RATIO ADMISSIONS PER 1000 POPULATION 
YEARS 1940 THRU 1951 


VIAGINIA 1950 
ADMISSION RATIO OF TOTAL POP. 83.8 PER 1,000 
WON- BLUE CAOSS ADMS. 74.5 PER 1,000 
BLUE CROSS PLANS (4) ADMS. 134.3 PER 1,000 


‘ 


YEARS 1940 41 42 43 44 45 46 47 48 49 50 5I 


ing principle upon which Blue Cross was founded; namely, a pre-payment plan for 
hospitalization to protect the subscriber from the catastrophic financial burden of ill- 
ness and not to provide luxurious hotel accomodations with room and nursing service 
for those who are indisposed or who want temporary asylum from life’s responsibilities 


and cares. 


What then are the factors which have brought about the disastrous over-utilization. 
“I have had Blue Cross for ten years and never got back one cent” is a statement which 
confronts every physician frequently during the year. “How about putting me in the 
hospital for a few days? My maid is on vacation and there is no one to look after 
me at home.” The patient may have nothing but a bad cold or a sprained ankle. 
The physician likes to help out his patients in every way possible but by acceding to 
this request he would be effectively sabotaging Blue Cross. Blue Cross does not cover for 
rest cures, diagnostic work-ups, medical observation, or treatment of alcoholic or other 
drug addiction. 

Secondly, the physician has not been kept informed of Blue Cross problems and 
some are actually unaware of its purposes and the limitation of its use. He is unaware 
of his role in protecting Blue Cross from abuse and it is for this reason that the Vir- 
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ginia Hospital Service Association with its Blue Shield colleague is soon to distribute 
an educational brochure to acquaint him with it. 

Other parts of the country report deliberate deception on the part of physicians in 
their effort to obtain Blue Cross coverage for their patients. To my knowledge this 
occurs only rarely in Virginia and then the abuse can usually be explained on the 
basis of misunderstanding. For example, a person who is hospitalized for a work-up 
is given a diagnosis of influenza or more frequently the patient begs the doctor to let 
him or her rest in the hospital a week longer than the illness requires. Another dodge 
is admitting a patient for a week or two prior to an operation which would ordinarily 
require one or two days of post-operative care. Finally the Blue Shield proviso that 
medical coverage cannot be allowed for hospital stays shorter than four days has kept 
patients in the hospitals longer than many require. Minor operations are paid for by 
Blue Shield without hospital admission. 

The attending physician is the only one who can regulate hospital utilization and 
it becomes his duty not only to treat his patient with his best efforts but at the same 
time reserve for hospitalization only those who really need it. If he does not protect 
Blue Cross he may be responsible for its collapse and with it organized medicine’s 
most effective answer to socialized medicine and the welfare state. 

Therefore, in behalf of your Blue Cross we appeal to you to help us keep it out of the 


red by observing the following: 
Do not hospitalize any patients who can be cared for in the office or at home, 


Do not prolong hospitalization needlessly as a convenience to the patient or to 
yourself. ° 
Do not hospitalize patients on a subterfuge as a mask to a condition not covered 
by Blue Cross. 

Remind patients that their contracts do not cover rest cures, diagnostic studies or 
medical observation, treatment of alcoholism or addiction. 


Remember that Blue Cross is your agent in helping your patient protect himself 


against catastrophic illness. It is your answer to socialized medicine. Blue 
Cross is worth protecting. 
Joun P. Lyncu, M.D., 
Secretary-Treasurer, 
Virginia Hospital Service Association 
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RECOGNITION AND MANAGEMENT OF HYPOGLYCEMIC 
STATES WITH PARTICULAR REFERENCE TO ISLET 
CELL TUMORS OF THE PANCREAS* 


C.iirForp G. Gappy, M.D., 
WILLIAM Parson, M.D., 


and 
H. B. MuLHOLLAND, M.D.,+ 
Charlottesville, Virginia. 


Introduction—The practicing physician frequently 
encounters patients with symptoms consistent with 
those seen in hypoglycemic states. These symptoms 
may vary from mild asthenia, dizziness and a general 
let-down feeling which are so frequently manifesta- 
tions of psychoneurosis to more profound central 
nervous system manifestations of severe headaches, 
convulsive seizures, and coma. The causes of hy- 
poglycemia may be many as shown in the classifica- 


tion taken from Conn (Table I).1. No attempt will 


TABLE No. 1 
ETIOLOGIC CLASSIFICATION OF SPONTANEOUS HYPOGLYCEMIA 
(MopiFiep FROM Conn) 
I. Organic—recognizable anatomic lesion 
A. Hyperinsulinism 
1. Pancreatic islet cell tumors 
2. Generalized hyperplasia of islet cells 
B. Hepatic disease 
C. Other causes 
1. Anterior pituitary hypofunction 
2. Adrenal cortical hypofunction 
3. Central nervous system lesions 
II. Functional—no recognizable anatomic lesion 
A. Hyperinsulinism—autonomic imbalance 
B. Other causes 
1. Alimentary hyperinsulinism 
2. Renal glycosuria 
III. Miscellaneous 
A. Postoperative hypoglycemia 
B. Inanition 


be made to discuss the many disorders which may 
be associated with hypoglycemia. The functional 
types of hypoglycemia, in which there are no recog- 
nizable anatomic lesions, constitute about 90% of 
all cases of hypoglycemia.” Islet cell tumors of the 
pancreas, the most common cause of organic hyper- 
insulinism, have been the subject of several excellent 
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reviews during the past three decades.'* The man- 
ifestations presented by these patients and the criteria 
for their diagnosis have been well established. In 
this paper we will present five cases of proven islet 
cell adenoma of the pancreas which demonstrate cer- 
tain unusual features which have either not previous- 
ly been described or have not been sufficiently em- 
phasized. 


CasE REPORTS 

Case 1 (Mrs R. W.). 
housewife was first admitted to the University of 
Virginia Hospital on April 29, 1943, complaining 
These 
attacks usually occurred in the early morning before 


This 56 year old white 


of fainting spells of four months duration. 


breakfast, and on one occasion lasted more than two 
hours. There was complete amnesia for the attacks 
and on recovery she complained of considerable 
weakness and difficulty with her speech. Prior to 
the onset she had observed hunger but there was 
had 


become progessively more frequent and when first 


no definite history of food relief. These 
seen she was having seizures about every other day. 

Her past history was that of good health. She 
had had known hypertension in the past. 

On physical examination she was a well developed, 
quite obese female in no apparent distress. Fun- 
The blood pres- 
The lung fields were clear and 


duscopic examination was normal. 
sure was 150/88. 
the heart appeared normal. 
tion revealed no abnormalities. 


Neurological examina- 


The routine laboratory studies revealed a mod- 
erate microcytic anemia with 9.5 gms. of hemoglobin 
and 4.3 million red cells. 
two occasions were less than 35 mg.; however, on 


Fasting blood sugars on 
5S 5S 


other occasions, even after fasting up to eighteen 
The 
five hour glucose tolerance test was of a high plateau 


hours, blood sugars remained at normal levels. 


type which at five hours had not returned to the 


XUM 
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fasting level. Liver function studies were normal. 
X-rays of the skull were normal. A flat plate of the 
abdomen revealed no pancreatic calculi, and the gall- 
bladder series showed a poorly functioning gallblad- 
der. 


dronephrosis which was more marked on the right. 


Intravenous pyelograms showed bilateral hy- 


Three small calcific densities were found to appar- 
ently lie within the right renal calyces and two were 
The 


electrocardiogram showed changes suggestive of my- 


present within the calyces of the left kidney. 


ocardial damage due to coronary disease; however, 
the heart was of normal size. The electroencephalo- 
gram showed slow waves arising from all portions 
of the cortex which were consistent with hypoglyce- 
mia. 

It was difficult to keep the patient out of hypogly- 
cemic shock and coma; however, she improved on a 
high protein diet, and was transferred to the surgical 
service with a tentative diagnosis of islet cell ade- 
noma of the pancreas. At operation the gallbladder 
was found to be chronically inflamed, containing 
On pal- 
pation of the pancreas a small nodule was felt in the 


gallstones. A cholecystectomy was done. 
body which was excised, and on frozen section was 
found to be normal pancreas. It was then decided to do 
a subtotal resection of the pancreas; however, a great 
deal of bleeding was encountered and the operation 
was discontinued at this point. A liver biopsy re- 
vealed low grade hepatitis. Following operation the 
patient did well and had no further attacks of coma. 
Fasting blood sugars were normal and the glucose 
tolerance test gave the same diabetic type of response 


that had been obtained preoperatively. 


The patient was seen again in June 1944, and at 
this time she had had no further difficulty due to 
symptoms of hypoglycemia. <A five hour glucose 
tolerance curve at this time was normal, and blood 
The 


patient was seen on several occasions during 1946 


sugars after prolonged fasting were normal. 


in the out-patient department, but at no time did 
she complain of symptoms of hypoglycemia. In 
the latter part of 1946 she had a right nephrostomy 
with removal of renal calculi at another hospital. 
The patient was again admitted to the hospital in 
November, 1947, over four years after her first ad- 
mission, with the history of attacks of coma of two 
hours duration occurring in the early morning during 
the previous three weeks. These episodes were de- 
scribed as being very similar to those for which 
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she was studied in 1943. Except for one fasting 
blood sugar of 45 mg., other blood sugar tests and 
Prolonged fast- 


ing did not produce symptoms of hypoglycemia or 


glucose tolerance tests were normal. 
abnormally low blood sugars. Renal and liver func- 
tion tests were within normal limits, and x-ray of 
the skull was again negative. She was discharged 
on a high protein diet and was told how to take in- 
jections of aqueous adrenalin which in the hospital 
had been shown to abort the attacks long enough 
for her to take orange juice by mouth. 

The patient’s final admission was in January, 
1949, at which time it was noted that her symptoms 
had become progessively more severe and she was 
having frequent episodes of coma and had had a 
It had 


become necessary for her to take carbohydrate feed- 


number of generalized convulsive seizures. 


ings almost continuously and a huge weight gain had 
ensued. At this time her fasting blood sugars were 
quite low, and even in the hospital it was difficult 
to keep her out of coma. She was again explored, 
and since no pancreatic tumor could be found a sub- 
total pancreatectomy was performed. Postoperative- 
ly, the blood sugar rose temporarily to the level of 130 
mg., but subsequently resumed its previously low 
level. She was then placed on a high carbohydrate 
diet of 600 gm. daily in the hope of inducing dia- 
betes in a partially depancreatectomized individual. 
When this proved unsuccessful it was decided to 
explore her again in the hope of finding a tumor in 
the pancreas or in aberrant pancreatic tissue. At op- 
eration on March 16, 1949, the pancreas was care- 
fully exposed, and explored in minute detail and 
2 small 1 cm. nodule was removed from the head 
of the 


pancreas. Microscopic examination con- 


firmed the diagnosis of pancreatic adenoma. Im- 
mediately following the operative procedure the blood 
sugar reached a high level of 440 mg. and the patient 
went into a state of acidosis. This was corrected by 
insulin and appropriate electrolytes; however, she 
continued to do poorly and expired on the sixth 
postoperative day. Postmortem examination was not 
permitted. 

Case 2 (Mrs. D. M.). This 60 year old white 
housewife was first admitted to the University of 
Virginia Hospital on August 17, 1950, complaining 
She had 
not recognized any definite relationship to fasting 


of fainting spells of two months duration. 


state, but on direct questioning she stated that they 
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seemed to be more prevalent prior to her evening 
meal and that she thought they had been aborted by 
taking-food. There had been no attacks prior to 
breakfast or lunch. Her appetite was very good and 
there had been a gradual weight gain. She had been 
studied at a local hospital and her family was ad- 
vised that the attacks were probably hysterical. 

On examination she was found to be a well de- 
veloped, moderately obese female who was in no 
acute distress. Funduscopic examination was neg- 
ative. The lung fields were clear and the heart 
appeared normal. The abdomen was obese but no 
masses were present. Neurological examination was 
negative. The blood pressure was 145/80. 

Routine urine and blood studies were normal. Fast- 
ing blood sugars were in the range of 50 to 60 mg. 
per 100 cc. Two five hour glucose tolerance curves 
were of the high plateau type. X-rays of the skull 
showed no abnormalities. The electrocardiogram 
showed changes consistent with myocardial damage 
due to coronary sclerosis. The electroencephlogram 
revealed no seizure discharges. The gallbladder se- 
ries demonstrated a poorly functioning gallbladder 
containing stones. Tests of liver and adrenal gland 
function were normal. 

On two occasions after prolonged fast, the patient 
became disoriented and made purposeless move- 
ments with her arms which were associated with 
pallor and profuse sweating. Blood sugars taken 
at these times were 34 and 39 mg. and there was im- 
mediate relief of symptoms by intravenous adminis- 


tration of glucose. There was complete amnesia for 


these attacks except for an aura of fading away into 
space. 


The patient was reluctant to have an operation 
at this time, and in view of her age she was dis- 
charged on a: high protein diet of 170 gms. daily. 
She was seen on several occasions during the succeed- 
ing four months. She had no further attacks of hy- 
poglycemia; however, her fasting blood sugars re- 
During this period she 
had three episodes suggestive of gallbladder colic. 
In January, 1951, she was admitted to the hospital 
for exploration of the pancreas for possible islet cell 
adenoma and removal of her diseased gallbladder. 
At exploration a 1 cm. size nodule was removed from 
the head of the pancreas and the gallbladder was 
removed. A biopsy of the liver taken at this time 
showed no significant pathological changes. Post- 


mained abnormally low. 
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operatively she did poorly; the blood pressure was 
very unstable, and several times she was in mild 
circulatory shock. Her blood sugars were high and 
she. received small doses of insulin. She expired 
on the third postoperative day. Postmortem exam- 
ination revealed evidence of a recent myocardial in- 
farction. Careful study of the pancreas revealed 
no further tumors. 

Case 3 (Mr. A. P.). This 38 year old white 
farmer was admitted to the University of Virginia 
Hospital on February 2, 1951, complaining of pe- 
riodic seizures associated with weakness, fatigue and 
lack of energy of eighteen months duration. The 
first of these episodes was characterized by his 
His family 


described the attacks as his appearing to be inebriated. 


wandering about, crying and shouting. 


He noted an aura of dyspnea and numbness in his 
hands but there was complete amnesia for the at- 
tacks. 
sodes, one being associated with a generalized con- 


He had had some seven or eight such epi- 
vulsion. On direct questioning it was learned that 
each of these attacks had occurred prior to break- 
fast or just before lunch; however, the patient had 
not recognized that there was any relationship 
to food. It was subsequently learned from the pa- 
tient’s sister, a nurse, that he was cold and sweaty 
before these attacks, and that on one occasion the 
episode was aborted by food. 

Eight months prior to his admission here, he was 
studied in another hospital where he was said to 
have been found to have low blood sugars. He was 
put on a high protein diet with amelioration of his 
symptoms. He had been treated for epilepsy by 
one physician. During the year and a half of his 
illness he had lost twelve pounds. 

Study of his emotional situation revealed that 
he was a rather passive sort of individual who was 
unhappily married. 

Physical examination revealed a well developed, 
small framed male who appeared well. Funduscopic 
examination was normal. The lung fields were clear 
and the heart appeared normal. The blood pressure 
was 160/110. The abdominal examination was neg- 
ative. The general neurological examination was 
entirely normal. 

Routine examinations of the blood and urine were 
normal. The five hour glucose tolerance test was 
of a high plateau type with a normal fasting level. 
Liver function studies and spinal fluid examination 
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were normal. After starvation up to twenty-four 
hours the blood sugar fell to 31 mg. but no symptoms 
of hypoglycemia appeared. 

It was after considerable deliberation and obtain- 
ing the additional information that one of these epi- 
sodes was aborted by the administration of food 
that surgery was finally advised. 
a 1 cm. adenoma was removed from the inferior por- 
tion of the head of the pancreas. 
were found. Postoperatively he had temporary hy- 
perglycemia, and glycosuria. At subsequent follow- 


At exploration 


No other nodules 


up examinations in the Medical Out-Patient Depart- 
ment he was found completely free of symptoms of 
hypoglycemia and fasting blood sugars were normal. 

Case 4#—(Mrs. M.S. K.). This 27 year old white, 
divorced, female, textile-worker was referred to the 
University of Virginia Hospital on June 30, 1950, 
for study of symptoms of hypoglycemia. She began 
having lack of energy and inability to arouse herself 
in the mornings in 1945. She soon learned that 
by taking sugar she could overcome this difficulty. 
Frequently she would have periods of amnesia dur- 
ing her working hours and on one occasion she found 
herself in a cafeteria eating with no idea as to how she 


got there. She found it necessaery to take six to 


eight feedings during the day to prevent these at- 


tacks. These episodes were generally associated with 
a feeling of hunger, but there was no nervousness, 
tremor or perspiration observed. During the course 
of pregnancy in 1948, she was considerably improved. 
During the five years of her illness she gained con- 
siderable weight. 

She 
Two 
months after the onset of her illness, she was mar- 
ried and in 1949 she was divorced because her hus- 
band was an alcoholic and had become unfaithful 
to her. 


The past history was that of good health. 
had had no serious illnesses or operations. 


On physical examination she was found to be a 
well developed, somewhat obese female who reacted 
slowly and who was emotionally unstable. Fundu- 
scopic examination was normal. The blood pres- 
sure was 120/70. The abdomen was normal. The 
liver and spleen were not palpable. Neurological 
examination was normal. 

Routine examinations of the blood and urine were 
negative. Fasting blood sugars were found as low 
as 44 mg. per cent with further fasting up to as 
long as twenty hours, the blood sugars were found 
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as low as 36 mg. per 100 cc. and were associated 
with lethargy and sweating of the extremities. The 
five hour glucose tolerance test showed a fasting 
level of 63 mg. with a flat curve, the high being 112 
at the end of the second hour. 
were normal. 


Liver function tests 
X-ray of the skull was negative. The 
electroencephalogram was within the limits of nor- 
mal. 

Feeling that this patient fulfilled all the criteria 
for a diagnosis of islet cell adenoma of the pancreas, 
on July 12th an exploratory laparotomy was done. 
A 1 cm. nodular tumor was found in the head of the 
pancreas, which on microscopic examination showed 
a gland-like arrangement of pancreatic cells without 
islands of Langerhans. There was no evidence of 
Postoperatively, the patient did quite 
satisfactorily with blood sugars up to 200 mg. during 
the first two postoperative days. After the third post- 
operative day, the fasting sugars were within normal 
limits. There were no hypoglycemic episodes follow- 
ing surgery. 

Case 5—(Mrs. H. W.). 
housewife was admitted to the University of Virginia 
Hospital on October 2nd, 1950, complaining of weak 
spells. Her first difficulty occurred fourteen months 
before admission when she noted the onset of weak- 
ness, hunger and sweating while doing her house 
work. She had noted that after eating the symptoms 
were relieved and, although they had occurred on 
several occasions and particularly following exertion, 
In May of 
1950, she had a respiratory infection diagnosed as 


malignancy. 


This 44 year old white 


they had not been especially bothersome. 


“flu”, following which she developed an otitis media 
with a purulent discharge. She was admitted to an- 
other hospital where the ear was drained and she was 
given penicillin. While in the hospital, blood sugars 
and a glucose tolerance test were done, and she was 
first advised that she was diabetic, because her sugars 
were too high, and glycosuria was present. She was 
discharged from the hospital on a low caloric diet 
which apparently did not contain an increased 
amount of protein. 

On the morning following discharge from the hos- 
pital, she awoke at six o’clock in the morning, and 
was weak, hungry and perspiring. These symptoms 
were relieved by orange juice. On the subsequent 
morning, she could not be aroused and she was taken 
back to the hposital, where she was aroused after tak- 
ing orange juice. She was given some medicine for her 
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nerves and was advised to take a diet as desired. 

Following this, the patient continued to have 
episodes of weakness, dizziness and extreme nervous- 
ness. With some of the attacks, she had numbness 
about the face and at times had noted ataxia but 
had never fallen or become unconscious, except for 
the episode mentioned above. The attacks were often 
followed by headache. Her appetite had been very 
much increased, and her hunger was seldom com- 
pletely satisfied after eating. She had always been 
somewhat obese but had gained over ten pounds 
during the preceding four months. 

The past history was that of very good health. 
She had been married for sixteen years and seemed 
well adjusted to her home environment. 

On physical examination we found a moderately 
obese, plethoric female. Examination of the eyes 
was normal. The nose and throat were normal. There 
was compensated adentia. There was a small nodule 
in the lower pole of the right lobe of the thyroid. 
The lung fields were clear and the heart appeared 
The blood pressure was 190/110. No 


masses or organs were palpable in the abdomen. 


normal. 


Neurological examination was negative. 

Routine examinations of the urine and blood were 
negative. Liver function studies were normal. Fast- 
ing blood sugars were determined as low as 28 mg. 
per 100 cc. associated with symptoms of mild to 
These symptoms were always relieved 
The glucose tolerance 


severe shock. 
by administration of glucose. 
curve was of a diabetic type, except for the low 
fasting level of 34 mg. During the test, there was 
glycosuria from the second through the fourth hours. 
X-rays of the chest and of the skull were normal. 


On October 16th, exploratory laparotomy was per- 


formed and a 1% cm. well encapsulated nodule was 


removed from the head of the pancreas which revealed 
islet cell carcinoma of low grade malignancy. Sec- 
tions of the liver biopsied at the time of operation 
showed no significant pathological changes. 
Postoperatively, the patient did quite satisfac- 
torily. A fasting blood sugar on the first postopera- 
tive day was 190 mg. Mild glycosuria continued 
until discharge on the seventh postoperative day. 
The patient was seen again on December 18th, 
two months following surgery, and she had had 
no further hypoglycemic episodes. A glucose tol- 
erance test at this time showed a normal fasting level 
with a rise to 276 mg. at the end of the first hour 
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and had returned to the fasting level by the end 
of the second hour. 

Signs and Symptoms of Hyperinsulinism—A re- 
view of the signs and symptoms caused by insulin 
producing tumors emphasizes their protean mani- 
festations and the ease with which the diagnosis may 
be missed unless the diagnosis of hypoglycemia is 
considered and is searched for carefully by history 
and laboratory aids. There is no pathognomonic 
symptom-complex. As shown in Table II taken from 


TABLE No. 2 (CRAIN AND THORN) 
SIGNS AND SYMPTOMS EXHIBITED BY 193 PATIENTS WITH 
INSULINOMAS 
Per cent 

1. Loss of consciousness ; 58 
2. Confusional state _ ; 54 
3. Weakness and fatigue __- : 41 
4 Deep coma —....... : . 40 
5. Sweating __ 36 
6. Drowsiness and stupor : 35 
7. Light-headedness 30 
8. Visual disturbances - 30 
9. Amnesia __ eon : 28 
10. Clonic convulsions 24 
11. Noisy behavior 
12. Headache 
13. Tremor 
14. Hunger = 
15. Positive Babinski 
16. Paresthesias 
17. Irritability __- 
18. Transient hemiplegia - 
19. Abdominal pain _ 
20. Palpitation 


Crain and Thorn’s* comprehensive analysis of 195 
cases reported in the literature, the most frequent 
symptoms are relative to the central nervous system. 
Loss of consciousness and confusional states were 
each present in more than half of the cases reviewed. 
These symptoms were present in each of our five 
cases. Weakness and fatigue, and deep coma were 
common. The common manifestations of hypogly- 
cemia induced in diabetics by the excessive adminis- 
tration of insulin, namely nervousness, sweating 
and hunger, were less commonly observed in patients 
with adenomas. Amnesia was present in nearly one- 
third of the cases of adenomas, and this undoubtedly 
contributes to the difficulty with which an adequate 
description of manifestations is obtained in many 
cases. Amnesia was present in four of our cases. 
The not uncommon occurrence of such neurological 
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signs as clonic convulsions, paresthesias, positive 
Babinski signs, and transient hemiplegias lead to a 
rather high instance of diagnosis of primary neuro- 
logical disease. Symptoms of light-headedness and 
visual disturbances were each observed in 30% of 
cases. 

Diagnosis—The diagnostic awareness that hypo- 
glycemia may account for the symptoms which the 
patient presents is the important prerequisite to the 
diagnosis of hyperinsulinism. A careful history in 
most instances will lead to the presumptive diagnosis 
Whipple’ has set forth the fol- 
lowing criteria for the diagnosis of functioning islet 


of hypoglycemia. 


cell adenoma: one, the occurrence of symptoms dur- 
ing the fasting state; two, a fasting blood sugar of 
less than 50 mg.%; and, three, the immediate relief 
This 


triad has become the sine qua non for diagnosis of 


of an attack by the administration of glucose. 


islet cell adenoma. 

The five hour glucose tolerance test which is of 
value in the diagnosis of the functional or stimulative 
types of hypoglycemia is not important in the diag- 
nosis of hyperinsulinism due to islet cell tumors. 
Graph No. I showed the variety of glucose tolerance 


PREOP SH GLUCOSE TOLERANCE 
CURVES IN ISLET CELL ADENO/AS 








3 a ¢ 
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Graph I.—Recognition and management of hypoglycemic states 
with particular reference to islet cell tumors of the pancreas. 
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curves obtained in our five cases during the pre- 
operative period. There tends to be a low fasting 


VircintA Mepicat MONTHLY 


129 


level and a high plateau, diabetic type of curve 
which has been described by Conn as characteristic 
of hypoglycemia associated with hepatic disease. 
These cases were all studied and found to have no 
signficant liver dysfunction. Only one of our cases 
(Mrs. M. S. K.) showed a tolerance curve similar 
to that which Conn! has described as characteristic 
for islet cell adenoma, namely, a very low flat curve. 
In our experience, as has been noted by others,?* the 
glucose tolerance test is not a diagnostic aid and, 
in fact, may give misleading information. One of 
our patients (Mrs. H. W.) had been diagnosed dia- 
betic elsewhere because of a high plateau curve as- 
sociated with glycosuria. 

More important in establishing the diagnosis of 
hypoglycemia due to islet cell adenoma is the de- 
termination of blood sugars after periods of pro- 
longed fasting. Commonly this maneuver will bring 
out the symptoms of hypoglycemia which, if then 
relieved by the administration of carbohydrate, ful- 
fills two of the criteria for diagnosis. 

Levels of blood sugars, per se, do not differentiate 
hypoglycemia due to adenomas from the non-surgical 
types of hypoglycemia. Marked hypoglycemia is 
occasionally found in functional cases two or three 
hours following a high carbohydrate meal, as during 
the glucose tolerance test. 

Management of Patients with Islet Cell Adenoma 
of the Pancreas—Once the criteria for diagnosing 
an insulin producing tumor has been fulfilled, the 
treatment is surgical. Attempts to treat these pa- 
tients by non-surgical methods have been unsuccess- 
ful. It was possible in one of our cases (Mrs. D. M.) 
to produce a remission of hypoglycemic symptoms by 
a high protein, low carbohydrate diet; however, when 
blood sugars did not return to normal levels it was 
decided to explore her and an adenoma was found. 

These adenomas may be very small and at times 
extremely difficult to locate at operation. Careful 
and complete exploration will lead to the discovery 
of the tumor in most instances. If one adenoma is 
found, the same careful search must be made because 
more than one tumor is present in from 12 to 14% 


of cases.*5 Several instances of adenomas appear- 


ing in aberrant pancreatic tissue have been reported.®* 


The question of whether or not partial resection of 
the pancreas should be done in those cases when 
no tumor has been found poses an important problem. 
Partial pancreatectomy is unsatisfactory in most in- 
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stances unless an adenoma is found in the resected 
portion of the gland. One of our cases (Mrs. R. 
W.), being explored for the second time for an in- 
sulin producing tumor, had a subtotal pancreatectomy 
without even temporary remission in hypoglycemia. 
At third exploration, an adenoma was found in the 
head of the pancreas. 

The results of surgery in those cases in which 
the triad for diagnosis is fulfilled are very good. In 
Whipple’s series® a tumor was found in twenty-seven 
of twenty-eight patients in whom the typical triad 
In those cases in which benign adeno- 
mas are found and in those cases in which the malig- 


was present. 


nancy has not extended beyond the capsule, as was 
found in one of our cases (Mrs. H. W.), lasting 
cures are almost invariably obtained. Persistence 
of hypoglycemic symptoms after the removal of an 
adenoma indicates that additional insulin producing 
tumors are present and further exploration is in- 


dicated. 
Discussion 

Several points of particular interest are illustrated 
in our cases which deserve further comment. 

I. Unusual Course: Hypoglycemia Apparently 
Relieved by Futile Operation; Subsequeni Return of 
Symptoms, Adenoma Found:—The natural course 
of hypoglycemia due to islet cell adenoma is generally 
that of progessive increase in frequency and severity 
of symptoms. Two of our patients have demonstrated 
that such a course is not always the case. One of 
these patients (Mrs. D. M.) fulfilled the criteria 
for diagnosis of functioning adenoma and at time 


of exploration was having almost persistent hypo- 
glycemic shock. 


At operation an adenoma was not 
found and, although subtotal resection of the pan- 
creas was considered, the gland was not disturbed 
except as was necessary for adequate palpation. 
Following operation, she was completely relieved of 
her symptoms for a period of four years. She was 
seen on several occasions subsequent to this and was 
completely free of hypoglycemic symptoms. Five 
hour glucose tolerance curves and blood sugars after 
prolonged fasting were entirely normal. Four years 
later she was seen following an attack of coma of 
two hours duration. A fasting blood sugar at this 
time was abnormally low but immediately subsequent 
to this, prolonged fasting did not produce abnormally 


lowered blood sugars or symptoms of hypoglycemia. 
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It was six years after the original operation that 
symptoms of shock became persistent and subtotal 
pancreatectomy was performed, although again no 
tumor could be found. This procedure did not bring 
about even temporary remission in symptoms and a 
third exploration was done with removal of an ade- 
noma from the head of the pancreas with relief of 
her hypoglycemia. 

The second patient (Mr. A. P.), whose original 
symptoms had been those of confusion and on one 
occasion he had a generalized convulsion, had been 
free of these symptoms for eight months prior to 
his study at our hospital. After periods of prolonged 
fasting, severe hypoglycemia was produced (blood 
sugar 31 mg.%), but symptoms were never present. 

These patients illustrate that not only do prolonged 
remissions in symptoms occur in cases of proven 
islet cell adenoma, but actual return to normal of 
blood sugar levels and glucose tolerance test take 
place, probably indicating that these tumors have 
quiescent periods during which abnormal amounts of 
insulin are not produced. Such changes may account 
for the difficulty in diagnosis in those patients who 
Hol- 
man® has reported one case who was having severe 


are not having symptoms at the time of study. 


hypoglycemia and at exploration no tumor could be 
found. At the time of the report, five years later, 
the patient had remained asymptomatic although no 
portion of the pancreas or its blood supply was re- 
moved. This case differs from ours in that an 
adenoma was never proven, nor were metabolism 
studies reported. 

II. Relief of Symptoms Coincident with Preg- 
nancy:—lIt is of interest that one of our patients 
(Mrs. M. S. K.), subsequently proven to have an 
islet cell adenoma, went through a successful preg- 
nancy following the onset of her symptoms of hy- 
She reported considerable improvement 
Just why this was true or 


poglycemia. 
during her pregnancy. 
whether there was any relationship to the pregnancy 
we can not say. 

III. Absence of Symptoms Before Breakfast, 
Seizures Later in Day:—It is common knowledge 
that the symptoms of hypoglycemia due to adenomas 
are more likely to occur after prolonged fasting. 
Hence, symptoms are common in the mornings before 
break fast. 
M.), the symptoms never appeared before break- 
fast, though later in the day hypoglycemia was suf- 


However, in one of our cases (Mrs. D. 
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ficiently severe to produce psychomotor seizures. 

IV. Patients Unaware of Food Relationship :— 
History of symptoms occurring during the fasting 
state and relief of these symptoms by the ‘ingestion 
of food are so important in the diagnosis of function- 
ing islet cell adenoma that they have become two of 
the criteria necessary for diagnosis. However, two 
of our patients were not aware at the original inter- 
view of a definite relationship of symptoms to the 
fasting state; three had not appreciated the relief of 
symptoms by the ingestion of food. 
sary to bring out these points by direct questioning. 

V. Weight Loss During Course of Benign Ade- 
noma:—Weight gain resulting from the excessive 


It was neces- 


calories necessary to prevent symptoms of hypogly- 
cemia is so common that it is anticipated in all cases 
of adenoma. Even in the cases of hypoglycemia as- 
sociated with malignancy of the islet cell tissue weight 
gain iscommon. One of our cases in whom a benign 
adenoma was found at operation showed moderate 
and progressive weight loss during the eighteen 
months his symptoms had existed. 


SUMMARY 

1. Hypoglycemia due to islet cell adenoma is dis- 
cussed. Five cases which illustrate several unusual 
features of the disorder are presented. 

2. Symptoms of hypoglycemia due to islet cell 
adenoma are not always progressive. A case is re- 
ported in which a remission of four years duration 
followed exploration of the pancreas but in which no 


VirGINIA MepicaL MontHLY 


131 


portion of the gland was removed. Subsequently, 
symptoms returned and an adenoma was found in 
the pancreas. Improvement in symptoms in another 
case was seen during the course of pregnancy. 

3. History of symptoms occurring during the fast- 
ing state and the relief of these symptoms by food 
may be unobtainable from the patient. This is prob- 
ably related to the high incidence of amnesia for the 
attacks. 

5. Weight loss rather than weight gain is some- 
times seen in islet cell adenomas. 
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Atabrine Used to Treat Tapeworm. 


Quinacrine hydrochloride (Atabrine, trademark) 
—used during World War II as an antimalarial 
agent—has proved of value in the treatment of tape- 
worm, according to an article in the Jan. 26, Journal 
of the American Medical Association. 


Eleven persons suffering from tapeworm were given 
the drug, reported Drs. William A. Sodeman and 
Rodney C. Jung, of the School of Medicine, Tulane 
University of Louisiana, New Orleans. It was ef- 


fective in 10 of the cases on the initial trial, and in 


the 11th when treatment was repeated, they stated. 

The patients were given doses ranging from 0.6 
to 1.2 grams at the rate of two 0.1 gram tablets every 
five minutes with a little water until the entire 
amount was taken. If the patient reacted to the 
drug by vomiting and nausea, sodium bicarbonate 
was added to the water when the medication was re- 
peated. 

In the treatment of tapeworm, the doctors said, 
the prompt action of quinacrine and the benign char- 
acter of the toxic reaction have established it in 
their opinion as the drug of choice. 
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THE EXPANDING FIELD OF SPLENECTOMY FOR 
HYPERSPLENISM* 


Tuomas Firz-Hucn, Jr., A.M., M.D., 
Professor of Clinical Medicine, University of Pennsylvania, 
Philadelphia, Pennsylvania, 


and 


PEYTON R. Evans, Jr., M.D., 
Assistant Instructor in Medicine, University of Pennsylvania. 
(Currently Captain M.C., A.U.S., on active duty.) 


The modern concept of hypersplenism has enlarged 
the splenectomy agenda in a number of useful ways. 
Hematological hypersplenism may be defined as an 
exaggeration, and perhaps perversion, of splenic 
function resulting in reduction of one or more of 
the formed elements of the blood. The mechanism 
of hypersplenism remains controversial. The me- 
chanical hypothesis of cellular sequestration, phago- 
cytosis and lysis by the spleen (Protagonist: Doan) 
is opposed by the hormonal hypothesis of excessive 
marrow inhibition by the spleen (Protagonist: Dame- 
shek). 
hypothesis, 
activities of the diseased spleen, acting on the red 
cells, leukocytes and platelets, it must be admitted 
that there are some intimations of a possible splenic 
hormonal action on the bone marrow as well. A few 
years ago Dameshek! held that the diagnosis of hy- 
His 


While we adhere chiefly to the mechanical 
including sensitizing and opsonic-like 


persplenism is a problem of ‘‘correct addition.” 
An adequate history, 
neutropenia, 


equation is stated as follows: 
plus plus 

thrombocytopenia, or pancytopenia, plus a normal 
or hyperplastic bone marrow “equals” hypersplenism. 
Doan has added to this a positive response of the 
cells to adrenalin. Personal experience is much less 
simple than this equation would indicate. We find 
the diagnosis of hypersplenism is often a meticulous 
affair with conflicting data to be weighed and with 
the final proof of the diagnosis sometimes a matter 


splenomegaly, anemia, 


of prayerful waiting for the desired post-splenectomy 
response. As we have pointed out before,” neither 
splenome aly nor hyperplastic bone marrow are uni- 
versal components of hypersplenism. For example, 
a few otherwise classic cases of hemolytic icterus 





*From the Hematology Section of the Medical Clinic, 
Hospital of the University of Pennsylvania. An abstract 
of this report was presented by the senior author on 10 
May ’51 at the 200th Anniversary Exercises of the Penn- 
sylvania Hospital, Philadelphia, under auspices of the 
American College of Physicians. 


of familial type, together with a majority of cases: 
of idiopathic thrombocytopenia, are without spleno- 
megaly. Yet these respond to splenectomy just as 
brilliantly as those with splenomegaly. Furthermore, 
an aplastic phase of hemolytic icterus, originally 
recorded by Owren, has been well substantiated 
by us and others. In this phase the usual evidences 
of hemolysis (bilirubinemia, urobilinuria and _ re- 
ticulocytosis) diminish or disappear; and sample 
of the bone marrow shows a hypocellular arrest-pat- 
tern. Here again splenectomy is perfectly successful. 
A few cases of Felty’s syndrome with hypocellular 
bone marrow have been markedly benefited by 
splenectomy, which once more emphasizes the fact 
that hypercellular bone marrow is, like splenomegaly, 
not a necessary component of the hypersplenism 
syndrome. 

We have found it convenient, on purely empirical 
grounds, to divide hypersplenism into two groups 
(Table 1): primary hypersplenism in which a “clin- 
ical” curet¢ of the entire disease-pattern is obtainable 
by splenectomy, and secondary hypersplenism, in 
which known systemic disease is associated with 
hemocytopenia and splenomegaly, and in which the 
hemocytopenia is remediable by splenectomy even 

TABLE 1 
CLASSIFICATION OF HYPERSPLENISM 
I. PRIMARY 

(1) Hemolytic ictero-anemia (familial type, Chauf- 
fard, Minkowski). 
Idiopathic thrombocytopenic purpura, (Werl- 
hoff). 
Splenic neutropenia 


Splenic panhematopenia (Doan and Wright). 
(Hayem — 


(Wiseman and Doan). 


Hemolytic anemia — Acquired 
Widal)* 


*This is true desp‘te persisting unimportant evidences 
of hemopoietic abnormality such as spherocytosis, post 
splenectomy, in congenital hemolytic icterus. 

*Perhaps this group should be placed in the “secondary 
hypersplenism” category. 
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II. SEConDARY—In Some Cases of: 

(1) Lipoid dystrophies and amyloid disease of the 
spleen. 

(2) Chronic infections (syphilis, malaria, tubercu- 
losis, kala-azar, brucellosis, Felty’s syndrome, 
sarcoidosis) with splenomegaly. 
Disseminated lupus, periarteritis nodosa with 
splenomegaly. 

Congestive splenomegalies (Banti’s syndrome, 
portal cirrhosis, portal thrombosis). 
Malignant splenomegalies (Hodgkin’s, 
kemia, lymphosarcoma, myeloma). 
Cooley’s anemia and sickle cell-anemia.+ 


leu- 


though the underlying disease-process is not “cured”’ 
thereby. 

A few years ago we surveyed” the last 100 splenec- 
tomies in the Hospital of the University of Pennsyl- 
The following table presents the data of 
(Table IT) 


vania. 
this survey. 
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operation would have been considered in our clinic.* 

Case 1: A 65 year old widow had suffered for 
10 years from recurring attacks of agranulocytosis 
associated with fever, angina, and often cystitis 
requiring frequent hospital admissions and ac- 
tive antibiotic therapy. For a while we held to 
the belief that this patient’s episodes of agranulocy- 
tosis must be drug-induced, even though the only 
agent admitted by the patient was ergotamine tar- 
trate, which she took frequently for relief of mi- 
graine headache. Attempts to wean her from this 
drug were not entirely suceessful but on two occa- 
sions she developed agranulocytic angina at a time 
when she had taken no ergotamine and no other 
culpable drug. Splenectomy was advised and even- 
tually was performed in another hospital 2 years ago. 
Following splenectomy she made an excellent recovery 
and has maintained a perfectly normal blood pic- 


TABLE 2 


RESULTS OF 100 SPLENECTOMIES 


I. PRIMARY HYPERSPLENISM 
Idiop. thrombop. purp. 
Hemolyt. anemia (familial) 
Splen. neutro. & panhematopen 
Hemolyt. anemia (acquired) __ 
II. SECONDARY HYPERSPLENISM -__----- 
“Banti’s syndrome” 
Gaucher's ._-- 
Lipoid dyst. 
Sarcoid 
Lipoid dystrophy - 
Thallasemina minor 
The. of spleen - gag 
Undiag. splenomeg. cytopenia 
Totals for hypersplenism 
III, Non-HyYPERSPLENISM 
Grand Total 


Results in the primary group of hypersplenism are, 
for the most part, excellent and little need be said 
about them. We are interested at this time par- 
ticularly in emphasizing the usefulness of splenec- 
tomy in some of the less clearly defined “secondary” 
forms of hypersplenism. In the last few years, 
since the above mentioned survey was made, we have 
had occasion to recommend a number of ‘splenec- 
tomies for diseases in which, in former years, no such 





*Included on the basis of recent reports® rather than 
on basis of personal experience.’ 
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ture and clinical status to date. This represents 
the type of primary splenic neutropenia described 
by Doan and his colleagues, which, under older 
classification, would have been called “cyclical 
agranulocytosis” and would probably not have had 
the curative benefit of splenectomy. 





*Although our clinic has held to the old view that 
Cooley’s anemia is not helped by splenectomy we have 
recently received data from a colleague working in Cyprus 
which proves the contrary in early well selected cases.‘ 
The same remarks apply to newer data in sickle-cell 
anemia.* We have therefore added these to the second- 
ary hypersplenism group of Table 1. 
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Case 2. A 40 year old steel worker was stricken 
with “viral” pneumonia and hepatitis. He was given 
sulfonamide therapy in his home town and became 
desperately ill with jaundice, anemia, mounting 
pyrexia and profound hemolytic anemia. On ad- 
mission to the University Hospital a month after 
onset he was semicomatose, jaundiced, severely ane- 
mic and had a blood urea nitrogen of 60 mgs.%, 
with olyguria, hematuria, and retinal hemorrhages. 
Additional findings included enlargement of the liver 
and spleen. After several weeks of treatment, in- 
cluding blood transfusions and aureomycin, his 
urinary output improved, and evidences of infection 
subsided, but anemia, jaundice and azotemia remained 
and donor blood was destroyed almost as fast as ad- 
ministered. Bone marrow study showed normal cellu- 
larity. The Coomb’s test was strongly positive and 
a weak cold agglutinin was demonstrated. Diagnosis 
of acquired hemolytic anemia was made and splenec- 
tomy was performed with dramatic cure of the anemia 
and azotemia and return to normal health. This 
patient has been well for more than a year since 
splenectomy. 

Case 3. A 66 year old man had suffered for more 
than 3 years with chronic lymphatic leukemia. This 
was satisfactorily controlled by periodic courses of 
x-ray therapy until 10 months ago when very pro- 
found hemolytic anemia developed requiring a liter 
of blood by transfusion weekly, to maintain his red 
cell count at one and one-half million. After 2 
months of this treatment the patient had nearly ex- 
hausted the blood bank, and the resources of him- 
self, family and friends. During this period his 
spleen enlarged progressively and failed to respond 
to x-ray therapy. In addition to profound anemia 
our clinic* discovered a 30% to 40% reticulocyte 
level and marked hyperexcretion of urobilinogen and 
increased bilirubinemia. A diagnosis of secondary 
hypersplenism was made despite a negative Coomb’s 
test, and a huge spleen was successfully removed by 
Dr. I. S. Ravdin. Following this the patient made 
an uneventful recovery and regenerated his red cells 
without a single additional blood transfusion. He 
has remained in relatively good condition ever since 
(12 months). 


a most interesting increase of blood platelets oc- 


In addition to improvement in anemia 


curred. These were constantly in the neighborhood 





*Dr. A. J. Creskoff is chiefly responsible for the study 
and management of this patient’s problem. 
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of 40 to 50,000 before operation. Following opera- 
tion the platelet count rose to nearly a million and 
has since stabilized itself at 300,000. This case il- 
lustrates the development of secondary hypersplenism 
in chronic lymphatic leukemia and the beneficial 
result which may be obtained by splenectomy in 
such cases. This further illustrates the possible role 
of hypersplenism in the thrombocytopenia of leuke- 
mia. Heretofore we had believed and taught that 
thrombocytopenia in leukemia is due to a myeloph- 
thisic mechanism of displacement of megakaryocytes 
by malignant leukemic bone marrow infiltration. 
This result of splenectomy indicates, however, that 
hypersplenism may be an important factor in leu- 
kemic thrombocytopenia. 
blood picture remains, of course, unchanged; and 


The patient’s lymphatic 


his outlook for many more years of survival is 
poor. Despite this, the operation seems thoroughly 
justified and well worthwhile. 

Case 4. A 34 year old bachelor school-teacher 
was striken in March, of 1949, with acute hepatitis 
which became progressively worse and was compli- 
cated by rapidly developing anemia of undetermined 
nature. He was admitted to his home town hospital 
after one month of illness. Here enlargement of the 
liver and spleen, jaundice and profound anemia were 
found. He was given a series of blood transfusions 
and improved sufficiently to go to Cleveland for 
further evaluation. The Cleveland group confirmed 
the diagnosis of severe hepatitis, presumably of viral 
origin, severe anemia of unexplained etiology, and 
discovered moderate diabetes mellitus. He returned 
home improved but anemia became worse, requiring 
a blood transfusion every few days. 


likewise became worse, requiring 35 units insulin 


His diabetes 
daily for control. In May, of 1950, approximately 
a year after onset of trouble, he was referred to 
us in the Hospital of the University of Pennsylvania. 
By this time he had received 60 blood transfusions, 
totalling 30,000 c.c. of blood, despite which, ed- 
mission blood count showed approximately 3,000,- 
000 red cells and 60% hemoglobin. 
very large and hard and his spleen considerably 
enlarged. His skin appeared slightly “bronzed” 
and a punch biopsy of the liver showed “typical 
hemochromatosis.” In addition, gall stones were 
found by cholecystography. Bone marrow aspira- 
tion showed slight hypocellularity. Platelet count 
was moderately low (100,000), Coomb’s test posi- 


His liver was 
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tive, reticulocytes were recorded at five to ten per 
cent. Adrenalin response was “satisfactory” and 
“compatible with hypersplenism.” The diagnosis 
of hemochromatosis, probably of exogenous (trans- 
fusion) type,* was made with secondary hyper- 
splenism and anemia of acquired hemolytic type. 
Splenectomy was performed by Dr. I. S. Ravdin in 
May, of 1950, following which the patient recovered 
without incident. His blood count, including plate- 
let count, returned to normal and has remained nor- 
mal ever since. He has performed a full day’s 
work without disability and with no more trans- 
fusions. His diabetes is apparently permanent, as 
is the hemochromatosis of his liver. This organ 
remains considerably enlarged. Splenectomy has 
saved this man from the added insult of continued 
excess of transfusional overload of iron on an al- 
ready damaged liver, and has successfully solved 
the problem of his chronic refractory anemia. 


Before closing, we wish to make a brief digression 
into arm-chair speculation. The question herein 
raised is as follows: if hypersplenism exists, what 
about hyposplenism? We find ourselves uncertain 
about the answer. We do not actually know what 
hypersplenism is, except as a “pathological some- 
thing” which is remediable, to some extent, by 
splenectomy. Hyposplenism and normosplenism are, 
therefore, to be defined as conditions which are not 
helped by splenectomy! Going a step further, the 
post-splenectomy state should represent the acme of 
hyposplenism. In human beings this state is char- 
acterized by “normal” life expectancy and by noth- 
ing more than the persistence, for years afterward, 
of Howell-Jolly bodies and periodic or sustained 
leukocytosis and thrombocytosis of moderate degree. 
In the rat, this state is further characterized by in- 
vasion of the blood by Bartonella muris, suggesting 
that asplenism may result in “lack of immunity”. 
There is no evidence, however, of this in the human. 


We have treated patients (including soldiers in the 


*A complete report of this case with review of the 
literature of hemochromatosis will be reported elsewhere. 
This report will emphasize the possible role of hemolysis 
in the development of hemochromatosis. 
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jungle of Assam) whose spleens had previously been 
removed. ‘They withstood the insults of wounds, 
malaria, hepatitis, dysentery and other infections 
just as well as their nonsplenectomized brothers. 
According to pioneer researches splenectomized an- 
imals may, in a dire emergency of hemorrhage or 
anoxemia, be more liable to succumb than equally 
traumatized, nonsplenectomized individuals. In ad- 
dition, it appears that animals exposed to near-lethal 
irradiation, have a better chance of survival if their 
extraperiotonealized spleens are “shielded” or if 
normal hemologous splenic tissue is placed in the 
peritoneum soon after exposure’. We are not sure 
of the coroliary of this, but suspect that an émér- 
gency atomic stress of near-lethal magnitude may be 
better met by the non-splenectomized individual, es- 
pecially if he or she wears a lead corset! In brief, 
therefore, we believe that hypersplenism is an im- 
portant abnormal state with little “clinical” counter- 
part in the opposite state of asplenism or of hypo- 
splenism (in post fetal life). 

In conclusion, despite practical diagnostic dif- 
ficulties and theoretical deficiencies in current hy- 
persplenism concepts, the generally good result of 
splenectomy in properly selected cases lends support 
to the hypothesis, and warrants careful extension 
of the splenectomy agenda to include patients suf- 
fering from forms of hypersplenism hitherto rarely 
if ever considered candidates for splenectomy. 
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COLITIS FOLLOWING THE ORAL ADMINISTRATION OF 
AUREOMYCIN AND TERRAMYCIN* 


C. C. CHEWNING, JR., M.D., 


Richmond, Virginia. 


The ever increasing use of aureomycin and terra- 
mycin is bringing to our attention an increasing 
number of toxic reactions.! Angioneurotic edema”, 
allergic skin eruptions®, pruritis vulvae!, and gen- 
eralized vesicular skin eruptions‘ are some of the un- 
pleasant reactions observed in patients who had 
received aureomycin by mouth. Gastro-intestinal 
disturbances including nausea, diarrhea, and burn- 
ing of the ano-rectum are frequently noted®*.’, Seifert, 
Chandler and Van Winkle® observed disagreeable 
side effects in 27 of 39 patients (69% ) while taking 
aureomycin per os. The toxic symptoms consisted 
of nausea in fourteen cases, vomiting in eight, diar- 
rhea in eleven, and a burning sensation in the ano- 
Attention was called to the 


fact that in a number of cases, diarrhea did not 


rectal region in nine. 


develop until several days after cessation of aureomy- 
cin therapy. Harris’ noted unpleasant gastro-intes- 
tinal symptoms in 60.9% of females and 19.3% of 
males out of a total of 110 patients treated for brucel- 
losis by aureomycin. 

Since the advent of aureomycin therapy over two 
years ago we have frequently observed ano-rectal ir- 
ritation, itching and burning associated with vary- 
ing degrees of excoriation, redness, and edema of the 
anal and peri-anal skin during and following aureo- 
mycin administration. Probably these reactions are 
partially allergic in nature, as most of them are 
relieved by giving antihistaminics per os and the 
local application of a bland ointment. 

Within the past few months we have observed sev- 
eral cases of colitis which developed in from 3-14 
days after coral administration of aureomycin was 
discontinued. Others*® have reported similar re- 
actions following the oral use of terramycin. While 
some of the cases were relatively mild, others were 
quite severe and required hospitalization of 3-4 weeks 
duration. We think there have been too many cases 
to attribute this to mere coincidence and some of our 
Richmond colleagues **19112, who share a similar 


opinion consider this a problem worthy of investiga- 





*Read before the Piedmont Proctologic Society at 
Knoxville, Tenn., March 31, 1951. 


tion. In presenting this paper we regret being un- 
able to advance a means of prevention or cure, but 
we hope that our observation may serve as a stimulus 
for research and investigation that may lead to its 
early solution. 

An analysis of the proctoscopic findings, laboratory 
examinations, course and treatment of these cases 
of colitis due to aureomycin and terramycin effect 
follows. 

Proctoscopic Findings.—The rectal and sigmoidal 
mucosa was erythematous and edematous in the 
milder cases. The moderately severe cases exhibited 
a mucosa which was mottled, edematous and very 
friable, bleeding on very slight trauma. The most 
severe cases showed marked multiple ulcerations, the 
lumen of the bowel containing pus, mucus and blood. 

Laboratory Examinations——Complete laboratory 
studies were done only in those patients who were 
hospitalized. The routine examinations of the urine 
and blood revealed no significant findings. The 
feces were negative for parasites and ova but in the 
severer cases contained many pus and blood cells. 
Stool cultures showed the presence of B-proteus, 
B-coli, and a short-chained streptococcus. In two 
cases cultures were made on Sabourands’ media but 
there was no growth of Monilia (Candida) Albicans. 

Treatment.—In the mild ambulatory cases, Kao- 
magna and/or paregoric were given every four hours. 
The diet recommended was fat-free, bland, and re- 
stricted somewhat as to quantity. The hospital cases 
were markedly restricted in their diets and for 2-3 
days received little or no nourishment per os. Intra- 
venous feedings were used as necessary. Paregoric or 
other opiates were used rather freely. One case re- 
ceived an antihistaminic drug (Chlor-trimeton) for 
four days. Sulfathaladine was given to one patient 
for two days and in another case sulfa-suxadine was 
administered. 

Course.—The duration of diarrhea and abdominal] 
discomfort varied from several days to four weeks 
During the period of conva- 
The 
severer cases persisted with symptoms from 2-4 weeks. 


in the “milder cases. 
lescence slight exacerbations were common. 
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All patients made complete recoveries, although a 67 
year old male developed bilateral peri-anal abscesses 
during his hospital stay. Since then the resulting 
fistulae have been excised and the patient is making 
an uneventful recovery. 

Comment.—Several theories have been advanced in 
an attempt to explain the pathogenesis of the colitis 
secondary to the oral administration of aureomycin 
and terramycin. One explanation is that after the 
antibiotics have altered the flora of the large bowel, 
there is a resulting overgrowth of Monilia Albicans 
which is not destroyed by aureomycin or terramycin. 
No growth of Monilia Albicans was obtained in the 
two cases in which special cultural studies were made. 
An allergic sensitivity might be a possible explana- 
tion, but in one case an anti-histaminic drug was used 
systemically with no relief of symptoms. 

Thought has been given to possible ways of pre- 
venting these unpleasant complications. Intravenous 
aureomycin causes rather marked destruction of the 
veins. Moreover, this antibiotic is known to be 
excreted into the bowel after intravenous medication‘. 
The use of vitamin B complex’ or particularly vita- 
min By.* during the use of aureomycin and terra- 
mycin are thought to be helpful in preventing com- 
plications. 

No particular treatment appeared to shorten the 
period of morbidity. Good nursing care, marked re- 
striction of the oral intake of fluid and food, plus 
adequate supportive intravenous feedings are of im- 
portance. Paregoric and other opiates were par- 
ticularly helpful, but sulfathaladine, sulfasuxadine 
and chlor-trimeton were of no apparent benefit. Be- 
cause the complications are frequent and occasionally 
severe, it might be prudent to reserve the use of 
aureomycin and terramycin for those patients whose 
illness clearly indicates their use. ‘To quote from 
a consultant of the Journal of the American Medical 
{ssociction, ““Because of the frequency of these com- 
plications (to aureomycin) an increasing number 
of clinicians are limiting the use of their drug to its 
absolute indications’. 


SUMMARY AND CONCLUSIONS 


1. Toxic reactions of various types due to the 
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oral administration of aureomycin are recog- 
nized. 
Ano-rectal irritation and diarrhea are fre- 
quently noted during and after aureomycin 
medication. 

Colitis, occasionally severe, has recently been 
observed following the oral administration of 
aureomycin or terramycin. 

An analysis of these cases of colitis has been 
made. 

Explanations of the pathogenesis so far ad- 
vanced appear unsatisfactory. 

Means of prevention and treatment are only 
partially effectual. 

Because of the frequency of complications 
following aureomycin and terramycin medica- 
tion it may be well to limit the use of these 
drugs to their absolute indications. 


Dr. Charles M. Caravati has very kindly allowed 


the author to use several of his cases in this analysis. 
In addition, his pertinent observations and valued 
opinions have been most helpful in the preparation 
of this paper on Colitis. 
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PREVALENCE OF MICROSPORON AUDOUINI INFECTIONS 
OF THE SCALP IN CHARLOTTESVILLE, VIRGINIA 


C. Jack Younc, M.D., 
Cklahoma City, Oklahoma, 
and 
DupLEy C. SmirH, M.D.* 
With the Technical Assistance of 
Ann ApaAms, B.S., M.S., Mycoxocist, 
From the Department of Dermatology and Syphilology, 
University of Virginia Medical School, 

Charlottesville, Virginia. 


Introduction.—Although tinea capitis from Mi- 
crosporon audouini is pandemic, the greater part 
of the United States remained free from this infec- 


tion prior to 1940. In 1945 Lewis and his co- 


workers! called attention to an epidemic in New 
York City. 
ing an epidemic in Chicago, and Reif* was observing 


At the same time, Benedek* was study- 


its occurrence in Buffalo. In 1944 and 1945 Swartz 
and his co-workers‘ diagnosed 565 cases in Hagers- 
town, Maryland. According to Steves and Lynch,® 
834 cases were observed in Minneapolis and St. 
Paul during 1945 and 1946. Carrick® estimated in 
1946 that 6000 cases existed in the Detroit elemen- 
tary schools. Ray’ found M. audouini in Portland, 
Oregon, in 1946, and in 1947 Wilson and Plunkett* 
detected its presence in the Los Angeles area. 

The first cases in the South were reported during 
1947 by Callaway and Conant® in North Carolina, 
and by Dobes™ in Georgia. Lehmann" found only 
11 per cent of Microsporon infections, seen in San 
Antonio from 1946 to 1948, were of the audouini 
Lamb" states that infections from this 
M. au- 


species. 
fungus are rarely seen in Oklahoma City. 
douini is the most common cause of tinea capitis in 
Richmond, Virginia.” 

This survey was conducted to determine whether 
or not an unsuspected epidemic of M. audouini in- 
fections existed in Charlottesville, Virginia. 

Procedure.—All children in the public grade 
schools, from the first through the seventh grades, 
were examined during both the 1948-1949 and 1949- 
1950 school years. This evaluation was made in a 
darkened room under a Wood’s light. The scalp, 
neck, face, eyelashes and eyebrows were examined 
on all individuals. If fluorescent hairs were ob- 
served, specimens were taken for mycological study. 





*Dr. Smith, loved by all who knew him, died unex- 
pectedly on August 31, 1950. 


Every infected person was questioned to ascertain 
whether or not the infection was possibly acquired 
outside the community. 
of any infection, the examiner wore rubber gloves 
The 


To prevent dissemination 


which were changed after every positive case. 
same physician performed all examinations. 

Each diagnosis was confirmed by microscopic dem- 
onstration of the spores, characteristic cultures on 
Sabouraud’s dextrose medium, and typical culture 
mounts stained with lactophenol cotton blue. 

Result of Survey—Two surveys, totaling 4518 
examinations, were made. There were 3420 exam- 
inations in the white schools and 1098 in the Negro 
schools (Table 1). 


On the second survey only the 


1948-49 1949-50 
White Colored White Colored 
Male 811 222 889 313 
Female 859 251 861 312 
Total 1,750 (301)* 625 
Total 4,518 
Table I. Race and Sex Distribution of Entire Group 
Examined for M. audouzni. 
*Number of total entering school. 


1,670 473 
Examinations 


(98)* 


399 first grade pupils had not been checked pre- 
viously. 

Thirty-three patients were found to have tinea 
capitis (Table 2). The causative fungus in every 


1949-50 
Colored 


1948-49 
White Colored 
Male 4 
Female 1 


White 


Total 5 

Incidence pei 

100 children 0.3 4.4 0.1 2.2° 
Table II. Distribution of M. audouini scalp infections by 


Race and Sex. The Racial Incidence is per 100 Children 
Examined. 


*This includes nine cases originally diagnosed in 1948- 
1949 but not cured at time of examination. 
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instance was M. audouini. The ratio of white to 
colored patients was 7:26 and the ratio of girls to 
boys was 4:29. The yearly incidence during 1948- 
1949 and 1949-1950 was 0.3 and 0.1 per one hun- 
dred white children and 4.4 and 2.2 per one hun- 
dred colored children. 

It was found that 12 (36 per cent) of the infec- 
tions occurred in children in the first grade, while 
28 (85 per cent) were seen in the fourth grade or 
below. Only 7 new cases were detected during 
1949-1950 and 5 of these occurred in previously 
unexamined first graders. 


Epidemiological study revealed only 2 patients 


who had lived or visited in an epidemic area. One 
white child did live in a tourist court and played 
with transient children. The remaining infections 
apparently were contracted locally. Three Negro 
boys were brothers. 

Comments.—We feel that our findings are of par- 
ticular significance, since Charlottesville, like many 
smaller Southern cities, has a relatively fixed popu- 
lation without migratory workers or nearby service 
camps. Our results, conservatively speaking, could 
be applicable to similar communities in the South 
where M. audouini is found. 

This survey does not indicate an epidemic of 
tinea capitis due to M. audouini is present in Char- 
lottesville, Virginia. The present infections, under 
favorable circumstances could easily serve as a reser- 
voir for dissemination of the disease. The occurrence 
of 12 cases (36 per cent) in the entering grade in- 
dicates the incidence of infection could be appre- 
ciably reduced by adequate diagnosis and treatment 
in children starting to school. 

Hazen" has reported the increased prevalence of 
tinea capitis in the Negro. This was observed’ in 
our study and, in our opinion, may be attributed more 
to over-crowded living conditions than to a particular 


racial susceptibility. 


SUMMARY AND CONCLUSIONS 
From 1948 to 1950 all grade school children of 
Charlottesville, Virginia, were examined annually for 
tinea capitis. A total of 4518 examinations was made 
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and 33 cases were detected.. M. audouini was the 


causative fungus in every instance. Eighty-five per 
cent of infections occurred in the lower four grades. 
The yearly average incidence was 0.2 per one 
hundred white children and 3.3 per one hundred 
colored children. Since this community is away 
from large population centers and has a relatively 
fixed population we believe this incidence, conserva- 
tively speaking, would be applicable for other small 
Southern cities in which M. audouini is found. 
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THE ELECTROCARDIOGRAM IN CHILDHOOD 


NATHAN Btioom, M.D., 
Medical College of Virginia, 
Richmond, Virginia. 
Twenty-five years ago only a few individuals were These consist of the original three limb leads, the 
considered authorities in the field of electrocardio- six precordial leads and the three unipolar extremity 
graphy but now even the most mediocre among us_ leads. Some investigators even want more. 


Fig. 1.—This is a normal tracing on a 2% year old child. The heart’s position is semi-vertical and the 
P-R interval is slightly prolonged. The deep negatve T waves seen over the right side of the pre- 
cordium are not uncommon. 


have more than a passing knowledge of not only This means that most of the statistical studies on 
the electrocardiogram but the electrophysical rela- the normal electrocardiogram require revision, es- 
tions causing its transcription. pecially as regards the precordial leads. During and 
Probably some of us did not appreciate the good since the war the adult electrocardiogram with ref- 


old days when the three lead electrocardiogram was erence to the six positions across the chest has been 


This is a normal tracing on a 5 year old child. The heart is in a vertical position. The T waves 
are diphasic in V2. and low in V3. These are considered within a normal range. 


Fig. 2. 
fairly well evaluated. Although we frequently take 
the unipolar extremity leads they have not proven 
of any great value except occasionally in the inter- 


thought sufficient enough to give us the necessary 
knowledge needed in a specific cardiac problem. It 


is not unusual today to take twelve leads routinely. 
FL ————————————————————————————— pretation of an unnemal O wave in lead HII, Most 


sented at the Medical College of Virginia Symposium . , ‘ 
Pay een te aust Wisin ieee 17 1950. sain of the published reports dealing with the normal 
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Fig. 3.—This is a normal tracing on a 10 year old child. The heart is in a vertical position. The rate is 


rapid. The T waves are negative in Vi and 


precordial electrocardiogram are based on individ- 
uals over fifteen. A recent investigation by F uskin 
and Brockman! concerned the direction of the pre- 
cordial T wave in 321 normal infants and children. 
They concluded that the T wave was inverted 

CF-1, CF-2 and CF-3 normally in most children 
under five years of age. The T wave in CF-4 was 


eo 
Battin 
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These changes are considered within a normal range. 


inverted in 8% of children under twelve but none 
over twelve. Very seldom were there inverted T 
waves in CF-5 or CF-6 unless the child was under 
two years of age. We need further studies on 
children in order to understand the normal varia- 
tions in the precordial and unipolar leads. It seems 
that our problem now is to determine what is a 


Fig. 4.—This is an abnormal tracing in a 3% year old child with acute rheumatic fever. The P waves 
are notched and peaked. There is a 2 to 1 block. The T waves are very deep and negative in Leads 


CR. and CR,y. They are most unusual for a child. 
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Fig. 5.—This is an abnormal tracing in an 8 year old child with acute rheumatic fever. The broad notched 
P waves usually indicate auricular hypertrophy. The prolonged P-R means first stage conduction 
block. The tracing is comparable to any adult electrocardiogram. 


norma! tracing for a child, when is the electrocardio- _At birth the right ventricle predominates anatomically 


gram abnormal for a child and, if the electrocardio- and functionally. The heart is vertical in position 





gram is abnormal, what is its clinical significance? and the axis deviation is usually to the right. As 
There are certain facts that are well established. the child grows, the left ventricle becomes increas- 
( 
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Fig. 6.—This is an abnormal tracing in a 15 year old child with acute glomerulonephritis. In this disease liey 
the electrocardiogram may mimic myocardial infarction. The S-T segments and T waves are abnormal lon 


in Leads I, II, V4 and Vs. 





XUM 





MarcH 1952 


ingly predominant and at the age of sixteen the 
left ventricle is usually twice the weight of the right. 
The heart assumes a transverse position and the 
axis deviation tends to the left. Frequently in chil- 
dren the P waves will vary in the limb leads. Sinus 
urhythmia is quite common. There may even be a 
shifting pacemaker or nodal rhythm. These changes 
are not considered abnormal. In a vertical heart 
the S wave is deep in lead I and Q waves may be 
The T 
frequently inverted in lead III and at times in lead 


prominent in leads II and III. wave is 


II, especially if the heart rate is rapid. These 
changes are also considered within normal limits. 
The QRS conduction time is seldom prolonged to 
than .11 Wolff-Parkinson- 
White phenomenon is present. 


more second unless a 

The precordial leads are very perplexing in chil- 
dren. Usually over the right ventricle, in V,, V» and 
V3, the P wave is diphasic or inverted. The R wave is 
small and the S wave is deep. As we move over 
to the left ventricle a small Q wave may be found 
and in V; and Vz the R wave becomes higher and 
the S less deep. The major difficulty is understand- 
We know that in adults 
the T is frequently inverted over the right ventricle 
and Vz 


is considered abnormal. In normal children occasion- 


ing the T wave changes. 
in V; and Ves but a negative T in Vs, Vy, V; 


ally the T waves may be inverted in all six pre- 
cordial leads. This has been seen when the heart 
is extremely vertical and there is some rotation. We 
believe that T wave inversion past Vs, even in chil- 
dren, should be considered abnormal if there is a 
left-sided pattern. So, although inverted T waves 
in V3 to Vg are considered quite abnormal in an 
adult, these same changes in a child may have little 
significance. 

Prolongation of the P-R interval beyond .20 second 
at a rate above 80 indicates first stage A-V conduc- 
tion block. This has always been considered an 
early sign of rheumatic fever in childhood, but 
Graybiel, McFarland, Gates and Webster,” found 
that in an analysis of electrocardiograms obtained 
from 1000 young healthy aviators there were sixteen 
instances of P-R prolongation with 4 over .22 second. 
These findings on normal young adults have caused 
us to become cautious in our interpretation of slight 


P-R prolongation in children, although we still be- 


lieve that, in a rheumatic fever suspect, the pro- 
longed P-R should be viewed with suspicion. It 
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seems that a normal electrocardiogram in a child 
under fifteen at times might be considered abnormal 
in an adult. Therefore, in children we must consider 
the electrical position of the heart, and the T wave 
changes in relationship to the position of the pre- 
cordial electrode. If we are unable to utilize most 
of our adult criteria for an abnormal electrocardio- 
gram in a child, should we take the position that 
the electrocardiogram in children has very little 
clinical value and that it does not help us in a spe- 
cific childhood cardiac problem? Most investiga- 
tors do place major importance on their clinical 
findings, using the electrocardiogram as a simple 
laboratory aid. We believe that the electrocardio- 
gram in the cardiac child may give invaluable as- 
sistance. 

For instance, in congenital heart disease the elec- 
trocardiogram is seldom of diagnostic value and at 
times may be misleading, but we have found that in 
patent ductus arteriosus the electrocardiogram is 
usually normal and rarely, if ever, shows right axis 
deviation. If this deviation is present, then there 
must be some complicating congenital or other 
defect which might prevent a successful operation. 
The Tetralogy of Fallot always shows marked right 
axis deviation and at times right ventricular hyper- 
trophy or strain. One would not be justified in 
making this diagnosis without right axis deviation. 
The electrocardiogram in coarctation of the aorta in 
In later life left ven- 
Au- 


ricular septal defects are common as a congenital 


children usually is normal. 
tricular hypertrophy or strain is often present. 
cardiac abnormality. The right ventricle may be 
markedly enlarged and the pulmonary artery prom- 
inent. The electrocardiogram frequently shows right 
ventricular hypertrophy or strain associated with 
As this condition may be 
confused with patent ductus arteriosus, the electro- 


right axis deviation. 


cardiogram may help in distinguishing between them. 
Ventricular septal defects alone seldom interfere with 
cardiac function and the electrocardiogram is usually 
within normal limits. Therefore, the electrocardio- 
gram is useful in evaluating a congenital defect that 
may be amenable to surgery. 

In childhood one of our major problems is rheu- 
Unfor- 
tunately, the electrocardiagram is most disappoint- 


matic fever and rheumatic heart disease. 


ing as an aid in the diagnosis of early rheumatic 


fever. Most of our cases of rheumatic fever sus- 
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pects have normal electrocardiograms and only rarely 
do we see a prolongation of the P-R interval or any 
other unusual changes indicating heart involvement. 
Occasionally elevated S-T segments will indicate an 
early pericarditis. After the development of rheu- 
matic heart disease the electrocardiogram may still 


show very few changes unless the unfortunate child . 


develops heart failure; then the tracing will take 
on the characteristics of an abnormal adult electro- 
cardiogram. There may be strain patterns, arrhyth- 
mias and digitalis changes. At this stage in the 
disease the electrocardiogram only substantiates the 
clinical picture. 

In any general hospital, such as the Medical Col- 
lege of Virginia, bizarre electrocardiograms are often 
seen in children. Hypothyroidism is frequently rec- 
ognized in the electrocardiogram by the finding of 
bradycardia, low voltage, and T wave inversion. 
Abnormal T waves are frequently seen in pneumonia, 
typhoid fever and brucellosis. The electrocardio- 
gram in acute glomerulonephritis may mimic myo- 
cardial infarction or ventricular strain with marked 
S-T and T changes and varying abnormal rhythms. 


Hospitals and Schools Named to Choose Can- 
didates for Mead Johnson Award. 


Five hospitals and the five medical scheols were 
selected to nominate candidates fer the Mead Johnson 
General Practice Scholarship awards offered by the 
American Academy of General Practice. 

The hospitals, representing various sections of the 
country, are now submitting the names of interns to 
be candidates. From the total of 15 interns—three 
from each hospital—the Academy committee will se- 
lect the five winners, who will receive $1,000 scholar- 
ships each for one year’s residency training in gen- 
eral medicine and surgery. 

Medical College of Virginia, Richmond, is one of 


the five medical schools, selected to name _ seniors 
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In fact, at times the electrocardiogram in a child may 
only confuse the clinical picture and rarely does the 
tracing give specific information such as that in 
acute myocardial infarction. 

In conclusion, this is almost a negative report 
as far as the value of an electrocardiogram is con- 
cerned in children. We need better criteria and 
larger group studies of normal children so that we 
may understand the normal electrocardiogram in a 
child. At present the electrocardiogram in con- 
genital heart disease is very helpful. Occasionally 
early rheumatic fever may be suspected by abnor- 
malities in a tracing. The electrocardiogram is 
usually of secondary importance in children and then 
must be correlated with the clinical picture. 
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eligible for the awards for residency work starting 
in 1953. Names of the winners will be released on 
March 24 during the Annual Scientific Assembly of 
the American Academy of General Practice in At 
lantic City. 

The Committee, all members of the A.A.G.P., is 
composed of Drs. Wm. G. Hildebrand of Menasha, 
Wis., W. H. Anderson of Miss., Mary 
E. Johnston of Tazewell, Va., Dave Dozier of Sacra 
mento, Calif., H. Kenneth Scatliff of Chicago, Ill. 
and Fred M. Humphrey of Ft. Collins, Colo. These 
fund contributed by 


Boonville, 


doctors act as trustees of a 
Mead Johnson and Company, manufacturers of nu- 
tritional products, to the Academy for outstanding 


medical students’ residency scholarships. 
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THE FIGHT AGAINST CANCER AND SOME OTHER 
CHRONIC DISEASES 


CLAUDE C. CoLEMAN, M.D. 


and 


J. Morrison HutcHeson, M.D., 
Richmond, Virginia. 


A number of diseases have been selected for special 
attention by medical researchers. The medical pro- 
fession’'in- general, by extensive propaganda, some 
good and some bad, has enlisted public support by 
intimidation and otherwise, so that now there is 
extensive levying on the public for funds to keep 
up their scare, particularly in reference to cancer, 


poliomyelitis, chronic arthritis, diabetes, heart dis- 


ease and some other disease. Undoubtedly some good 
has been accomplished by these so-called “fights” 
against disease, but on the other hand, one cannot 
deny that a reign of terror has been initiated among 
those who have not been convicted of cancer, but 
Before 
the public heard so much about cancer, only those 


who are afraid they are guilty nevertheless. 


who had the disease and their families suffered, but 
now thanks to the almost continuous stream of prop- 
aganda in the press and lay periodicals, mass psycho- 
sis and neurosis have been created, affecting a large 
part of the population with great mental suffering. 
Some years ago the moving picture industry pro- 
duced a film entitled “Dark Victory”. 
trace the progress of this picture through the country 


One could 


by the anxious neurotics who thronged the doctors’ 
offices with a mistaken self-diagnosis of brain tumor. 
We know of few adults, perfectly healthy or other- 
wise, who do not have at sometime a symptom 
which might also be found in brain tumor. 

Of course, it might be claimed that it is better 
for many people to have neuroses or psychoses than 
for them to die of cancer. This is debatable, how- 
ever, because people with psychosis or neurosis are 
generally apt to become pretty useless citizens and 
they certainly are a trial to the medical profession. 
Besides, the creation of psychoses in the non-can- 
cerous does not contribute to the success of a cancer 
campaign. In other words, the production of mass 
psychosis and fear is a poor way to fight cancer. 

rhe object of this short discussion is to call at- 
tention to this propaganda and to suggest that it be 
cenfined more to the profession or if it is necessary 


for it to go to the lay public, then have it more care- 
fully scrutinized in order to induce as little nervous- 
ness as possible in those without cancer. In other 
words, we think the profession might be alerted, but 
the public should be spared unnecessary alarm in 
these campaigns. 

A great deal of the publicity makes claims that 
run ahead of actual achievements. In this connec- 
tion, an excerpt from an editorial in the New Eng- 
land Journal of Medicine, July 26, 1951, which reads 
as follows might be quoted: ‘Premature publicity, 
indeed publicity of any sort concerning disease and 
its treatment is a dangerous tool unless carefully 
handled.” 

We do not have at hand the number of deaths 
from cancer but we believe the damage to the Vir- 
ginia population from automobiles is greater than 
that of cancer; furthermore, the automobile victims 
are usually young people. These zealous crusaders 
might direct at least part of their efforts toward the 
reduction of automobile accidents which are a real 
danger to a far greater number of people. 

Poliomyelitis is a favorite theme for propaganda 
although the number of polio cases in the state of 
Virginia is relatively small and only about 20 to 30 
per cent of these are seriously affected. This prop- 
aganda is perhaps mixed up with the New Deal and 
some time ago got off to a flying start. 

One of us (C.C.C.) visited a hospital recently 
where children who had had acute rheumatic fever 
were supposed to be kept for rest. The jungles of 
Brazil probably do not have more active monkeys 
than the children in that rest ward. So far as rest 
was concerned, it must have been the wrong day for 
visitors. I was passing down the ward when one 
child, supposed to be in his “resting phase”, jumped 
across the aisle from the high rod of one bed to an- 
other. It was necessary for me to make a quick 
dodge to escape physical injury. One wonders if 
sensible mothers under intelligent medical direction 
could not have given these children a better chance 
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at home without so much expense ‘to’a long suffering 
public. 

Seriously, it does seem that the time has come to 
regulate these research projects. It also seems that 
they might be more limited in number and improved 
in quality. We do not believe that every hospital 
receiving grants for research and claiming to be a 
so-called “cancer center” is going to contribute to 
the solution of the cancer problem. At the same 
time, the people are paying a tremendous amount of 
money to indulge these so-called cancer experts and 
the cancer “fight’”’ is thought by some to have taken 
on the nature of a racket. We realize it is not a 
popular role to be an objector to the emotional whims 
of the people, whether they be the professional or the 


lay people. A man gets older and somewhat wiser 
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and if at the same time he becomes more conserva- 
tive he is accused of old-fogeyism and moral coward- 
ice. One result of the extensive and multiple prop- 
aganda campaigns for various chronic diseases is the 
change in the attitude of the general public. It used 
to be difficult to get patients to submit to urgently 
needed operations. Now the difficulty lies more fre- 
quently in trying to persuade the patient that he 
does not have a surgical condition and needs no op 
eration. 

Of course, we are thoroughly in sympathy with 
the idea that the professional mind should always 
be open to any important advances in medical science, 
but on the other hand, all new things are not neces- 
sarily advances and while we admit some skepticism, 
we are always willing to be shown. 





Many Heart Conditions Merely Form of 
Neurosis. 


Many persons who believe they are suffering from 
heart trouble are really in perfect physical health and 
are merely neurotic, according to an article in October 
Today’s Health, published by the American Medical 
Association. 

More than half the symptoms of heart trouble 
arise from emotional difficulties, according to the 
authors of the article, Dr. Lewis J. Burch and Isa- 
bella C. Miller, of New Kensington, Pa. 

“The heart is a highly complex but amazingly 
“It can 


” 


efficient organ,” the article pointed out. 
instantly meet the most widely varying conditions 
and exigencies and adjust to most of the abuse we 
give it. Yet it is extremely sensitive. This very 
sensitivity of response accounts for many cases of 
supposed heart trouble, for the heart feels and im- 
mediately responds to the impact of emotional stimuli. 


“Our hearts normally respond to the stimuli of 


bodily needs. Just so, a sudden emotional stimulus 


can increase the pulse rate. Unfortunately, the heart 
will also respond to neurotic emotional stimuli.” 

How quickly a heart neurotic can be cured depends 
upon the person, the authors reported. The patient 
must be able to face realities instead of taking 
refuge behind the assumption of invalidism, and 
must be determined to think and act as cheerfully 
and pleasantly as possible. 

Five suggestions given by the authors on how to 
combat a neurotic heart condition are: 

1. A thorough physical checkup by the family 
physician to make sure there is no organic disease. 

2. An honest appraisal of personal life, including 


every fear, doubt, irritation and frustration. Diver- 
sion of energies to constructive activities. 
3. A check of eating and food habits. When gen- 


eral health is improved by proper food and eating 
habits, mental outlook becomes more cheerful. 

4. The spending of leisure time pursuing some 
pleasant hobby or just resting. 


5. Taking proper physical care of one’s self. 
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MELORHEOSTOSIS LERI—REPORT OF A CASE 


Wiiiarp M. Fitcu, M.D., 
and 
IrvinG M. BorpeEton, M.D., 
Richmond, Virginia. 


Melorheostosis Leri is a rare bone disease first de- 
scribed by Leri and Joanny in 1922. The disease is 
characterized by pain in the affected limb which may 
vary from vague to sharp, aggravated by exercise 
and relieved by rest. 
specific. There may be thickening of the bones in- 
volved and occasionally a knobby appearance may 
be present. The diagnosis rests entirely on the x-ray 
findings which demonstrate hyperostosis of the af- 
fected limbs, confined to one aspect of the limb, 
either medial or lateral. 


Physical findings are non- 


The hyperostosis often ap- 
pears as if an excessive amount of bone had been 
poured down one aspect of the limb, giving the 
appearance of molten wax streaming down one side 
of a candle. 

Excellent reviews of the literature have been given, 
and no attempt has been made in this report to 
describe all of these. Notable among the papers, 
however, were the reports by Franklin and Matheson! 


and Spiegel and Koiransky”. The former reviewed 





Fig. 1. 


the literature from 1922 to 1942 and added a single 
case. During this period thirty-eight cases had been 
reported, nineteen in males, eleven in females, with 
the sex of eight cases not stated. The ages varied 
from six to forty-nine years. 

Their case, a forty-one year old white female, was 
unusual in that most of the bones of. the right side 


of the body were involved. Of the cases reviewed 
by Franklin and Matheson five had microscopic ex- 
aminations. These showed inereased vascular pat- 
tern, obliteration of the vascular lumina with peri- 
vascular ossification and atrophic mucosa. 

The etiology is obscure and many hypotheses have 
been offered including the following: infectious 
agents, endocrine disturbances, vasomotor disturb- 
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ances, embryonic lesions, and subperiosteal telan- 
giectases. 

Spiegel. and Koiransky? gave an excellent review 
of the literature and added another case, totalling 
fifty-one cases at the time of their report. Their 
case occurred in a thirty-one year old male who 
complained of a dull ache in the left knee. Roent- 
genograms revealed a dense shadow two by seven 
centimeters lying along the cortex of the medial side 
of the lower end of the left femur. 

They state that the essential microscopic finding 
is fibrotic infiltration of the trabecular structure of 
bone, and fibrotic replacement of the marrow. They 
further state that malignant degeneration does not 
occur nor do pathologic fractures occur. 


CASE REPORT 


J. W., a twenty-five year old colored male, was 
admitted to the hospital with the chief complaint 
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of pain and swelling of the left ankle, aggravated by 
walking or long periods of standing. He stated 
that approximately eight years ago he injured his 
ankle in a motorcycle accident and wore a cast on 
his ankle for two to three months. Following this 
he had continuous low grade pain which would sub- 


Fig. 3. 


side with rest. Further questioning revealed similar 
complaints involving the left upper arm and shoulder. 
These symptoms were aggravated by exercise in- 
volving the left arm and subsided with rest. Physical 
examination showed slight soft tissue swelling of 
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the left ankle, but no unusual bony deformity. 
Roentgenograms of the left ankle showed a den- 
sity along the medial aspect of the tibia in its lower 
one-fourth, just beneath the cortex which measured 
ten centimeters by one centimeter.* There was slight 


' irregularity cf the margins of the density, but the 


typical tallow drippings appearance was lacking. 
There was no roentgen evidence of old fracture. It 
was thought that this density was probably present 
eight years previously, and mistaken for fracture. 
Roentgenograms were made of all of the long 
bones, and a somewhat similar density was seen along 
the medial aspect of the left humerus in its upper 
one-half. + 


were seen in the remaining long bones. 


No other abnormal roentgen findings 
On the basis 
of these findings it was thought that the diagnosis 
of melorheostosis Leri was most plausible. 


SUMMARY 

A case of melorheostosis Leri occurring in a twen- 
ty-five year old colored male has been presented. 
The lower left tibia and upper left humerus were 
involved. The patient’s complaints were pain in 
the left ankle and arm associated with exercise. The 
disease, of unknown etiology, was first described by 
Leri and Joanny in 1922, and is characterized by 
hyperostosis confined to one aspect of the bone. It 
may give the appearance of tallow drippings on a 
candle, though this is not a constant finding. The 
treatment of the disease is non-specific. 
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~ *Figs. 1 and 2. 
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ANALYSIS OF CESAREAN SECTIONS IN A GENERAL 
HOSPITAL 


STANLEY E, SMITH, Jr., M.D.* 


and 
J. R. Kicut, M.D.,* 
Norfolk, Virginia. 


A recent analysis of the Cesarean sections per- 
formed in DePaul Hospital, over a period of three 
years, has revealed favorable results as compared 
with similar studies reported by other institutions. 
The series is relatively small and, although the 
results are interesting, certainly they are not con- 
clusive. To obtain a larger series would necessitate 
a greater time interval and therefore greater varia- 
tion in techniques and medicines prescribed. Reports 
of many large series are available but most of these 
A 
report on the results obtained in an open staff, non- 


are from teaching or closed staff institutions. 


teaching institution, it seems, would be of value for 
comparative purposes with similar institutions. 

DePaul: Hospital is a general hospital with a 
capacity of 258 beds. The obstetrical and gyne- 
cological staff is composed of physicians limiting 
their work to this speciality and also general prac- 
titioners, some of the latter having major obstetrical 
privileges. Approximately 87% of the admissions 
are white patients and 13% of the obstetrical cases 
are admited on the Clinic Service. 

As shown in Chart I, there occurred 5,141 births 


ean section 35 times, or 16.2%, and the extraperi- 
toneal Cesarean section 3 times, or 1.4%. There was 
a decrease of 20.6% incidence of classical procedures 
performed in 1950 as compared with 1948. 

No maternal deaths occurred, during this three 
year period, during or following a Cesarean section 
operation. 

When applying the definition of morbidity as a 
temperature of 100.4 degrees F. on two consecutive 
days, excluding the first 24 hours following delivery, 
maternal morbidity occurred in 41 cases, or 18.9%. 
That 
prophylactically or early—influence this incidence, 


antibiotics or chemo-therapy—when given 
is a known fact, but the above criteria are believed to 
be fairly satisfactory in estimating this postoperative 
condition. It is interesting to note that the incidence 
of morbidity, following the classical and low cervical 
Cesarean sections, was approximately the same, also 
that the lowest morbidity in this series occurred in 
1948, at which time the amount of antibiotics and 
chemo-therapy prescribed was the lowest for the 
three year period. 

Of 219 infants delivered, 11 were stillborns and 
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178 


during this three year period, 216 having been de- 
livered by Cesarean section—an incidence of 4.2%. 
The low cervical Cesarean section operation was 


performed 178 times or 82.4%; the classical Cesar- 
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5 neonatal deaths occurred, yielding a gross fetal 


mortality of 7.3%. By excluding ali infants known 
dead in utero prior to the operation, the corrected 
fetal mortality is 1.8%. 
year period discussed, the fetal mortality for vaginal 
deliveries was 3.7% and the corrected percentage, 


During this same three 
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on the basis of the number of infants known dead in 
utero, was 1.7%—a variation of only 0.1% be- 
tween the fetal mortalities of Cesarean section de- 
liveries and vaginal deliveries when corrected. 
Indications for Cesarean Sections, as shown in 
Chart II, have been divided into seven groups: 
1. Fetopelvic disproportion 
Previous Cesarean section 
Hemorrhage 
Toxemia 
Uterine inertia 
High social value of child 
Miscellaneous. 
CuartT II 


INDICATIONS FOR CESAREAN SECTIONS 





1948 1949 1950 Total 
Number Number Number Number % 


Fetopelvic _ - 36 26 35 
Disproportion 

Previous __. _ 18 10 24 
Caesarean Section 

Hemorrhage 15 10 

Toxemia . 1 0 4 2.3 

Uterine a 1.8 
Inertia 

High Social - 2.9 
Value of Child 

Miscellaneous 3 + 5 12 5.6 





44.9 


Fetopelvic Disproportion. In this group are in- 
cluded all cases which revealed by clinical observa- 
tion and/or by Roentgenography, disproportion be- 
tween the fetus and maternal pelvis. In this group 
there were 97 cases, or 44.9%. 

Previous Cesarean Section. This constituted the 
second largest group in the series with 52 cases, or 
24%. There is a definite variation between the 
years. In 1948, 23.1% of the cases were sectioned 
because of having had the operation previously; in 
1949, only 17.2%, while in 1950 there were 30%. 
The number of operations occurring on those pa- 
tients, having had their previous operations in this 
hospital during the time of this series, is too small 
to be of any consequence. The variation between 
the years cannot be explained, but it should be 
stated that, although some cases are delivered va- 
ginally following a previous Cesarean section, the 
majority of patients, who have had a previous ab- 
dominal delivery, are subjected to a repeat Cesarean 
section. 
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Hemorrhage. In this group are included cases 
of both placenta previa and premature separation of 
the normally implanted placenta. There were 40 cases, 
or 18.5%. Likewise in this group there is a marked 
variation between years with 19.2% in 1948, 25.9% 
in 1949, and 12.5% in 1950. It is believed that 
the lower rate during the last year of this series 
can, in part, be explained by the fact that more 
cases of vaginal bleeding, especially premature sep- 
aration of the normally implanted placenta, were 
delivered vaginally, while in the other years of this 
study nearly all cases of severe vaginal bleeding were 
treated by means of a Cesarean section. 

Toxemia. Preeclampsia that failed to respond to 
conservative therapy, was treated by Cesarean sec- 
tion in 5 cases during this period, an incidence of 
2.3%. 

Uterine Inertia. This was the indication, per se, 
for operation in 4 cases or 1.8%. The incidence 
of uterine inertia has dropped from 3.9% in 1948, 
to 1.7% in 1949 with no cases in 1950. 

High Social Value of Child. This category may 
be explained by stating that it is not that we do not 
place a high value on each and every child, but we 
feel that there are a few women with limited possi- 
bilities of subsequent pregnancies which this ter- 
minology best describes. In this group, there are the 
older women in whom there is history of infertility 
and those in which the outcome of previous preg- 
nancies had been disastrous at the time of vaginal 
delivery. In this group there were a total of 6 cases 
or 2.9%. 


Miscellaneous. In this group are those cases in 
which indication for Cesarean section operation was 
based on recent fractures of the pelvis, malposition 
of the infant, previous plastic surgery to the vulva, 
vagina, cervix, or anus, congenital defects of the 
lower genital tract or systemic diseases—conditions 
in which vaginal delivery was not deemed advisable. 
There were 12 cases, or 5.6%. 


COMMENTS 


The average stay in the hospital for a patient 
having had a Cesarean section was ten days, the 
number of hospital days not changing during the 
three year period. The amount of early ambulation 
was approximately the same or slightly increased 
during this period of time. 
between those cases treated in 1948 and 1950 was 


The chief difference 
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the frequency of administering whole blood trans- 
fusion, antibiotics and chemotherapy. 

In 1948, 51.3% of the patients having a Cesarean 
section received a whole blood transfusion, 19.2% of 
these having received the blood in the operating 
room; while in 1950, 83.8% of the patients received 
whole blood, and 77.5% of these had blood admin- 
istered at the time of the procedure. 

The type of anesthesia varied. 
cases in which spinal was used, 135 administered 


There were 80 


some form of inhalation anesthesia, and 1 case under 
local anesthesia. The type of anesthesia did not 
appear to have any relation to the febrile morbidity 
or fetal mortality inasmuch as there were an equal 
number of each among those having spinal and 
general anesthesia. 

It impresses us that two additional findings de- 
serve further comment: 

First: The incidence of morbidity was not in- 
creased in those cases having had the classical type 
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Cesarean section as compared with the low cervical 
operation, but we are well aware that our criteria 
for morbidity does not give a complete picture of the 
postoperative course, and probably plays only a 
small part, if any, in the potential incidence of 
rupture of the uterus during subsequent pregnancies. 

Second: It is our belief that many of those cases 
listed as cephalopelvic disproportion were primarily 
cases of uterine inertia. 
number of cases with borderline pelves that, during 
a test of labor, were diagnosed disproportion in the 
presence of ineffective uterine contractions. We are 
likewise impressed by the incidence of those cases 
having a borderline disproportion clinically or by 
x-ray pelvimetry that were delivered vaginally with- 
out difficulty following a brief active labor. We 
believe that the actual incidence of uterine inertia 
is far greater than reported above and that the 
incidence of definite disproportion is much less than 


We are impressed by the 


recorded. 
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CLINICOPATHOLOGICAL REPORTS 


From the Case Records of the Medical College of Virginia and the 
University of Virginia Hospitals 


Harry Waker, M.D., Editor 
Witi1raM Kay, M.D., Associate Editor 


CasE No.: 72. 

This 40 year old, single colored woman was ad- 
mitted to St. Philip Emergency Room on 3-6-51 by 
ambulance and died very suddenly two hours later. 
The ambulance physician stated that when she was 
first seen she complained of a sudden onset of pain 
in the upper abdomen and lower left chest beginning 
about 18 hours previously. This was accompanied 
by shortness of breath, chills and fever, and a pain- 
ful, tender left arm. There was no radiation of the 
chest pain or epigastric pain. There was some 
cough, but no hemoptysis, and some nausea and vom- 
iting. The pain and continued 
throughout the night until admission. It had not 
changed in severity nor was it related to respiration. 
The pain was described as sharp and as though 
constricting her chest. 
in the sitting position. 

Temperature 103.8 (R), pulse 120, respiration 
44, blood pressure 98/70. 
dyspneic, and complaining of epigastric and lower 


breathlessness 


She was more comfortable 


She was apprehensive, 
chest pain. She was sitting up and refused to lie 
down or be propped in a semi-erect position. There 
was moderate distention of her neck veins and large 
congenital varicosities of the left arm. This arm 
was warm and tender throughout but not cyanotic. 
There was normal tactile fremitus and resonance 
Moist rales were heard 
in the 
left axilla with many fine rales in the left axillary 


over both lungs posteriorly. 
at both bases. Resonance was diminished 
space and left lower anterior chest with suppression 
of breath sounds. The apex beat of the heart was 
felt best in the 5th interspace in the anterior axillary 
Ps was loud and 
The 
liver was enlarged 5 or 6 finger breadths below the 


line. No murmurs were heard. 


greater than Ao. The rhythm was regular. 
The abdomen was 
No peri- 


midline and moderately tender. 
distended and a fluid wave was present. 
pheral edema. Pelvic was not done. 

The patient was given nasal oxygen and 75 mgm. 
of demerol by hypo but she died very suddenly 2 
hours after admission. 

She had a voluminous hospital record dating back 


to 1945 when, at the age of 34, she was admitted for 
rectal strictures due to lymphopathis venereum. At 
that time it was noted that there was a “diastolic 
apical murmur and another less pronounced at the 
aortic area. Valve sounds are noisy. Heart rate 
regular. Hypertrophy to the left.” The abdomen 
was distended and fluid was thought to be present. 
She ran a spiking temperature up to 104.6 and was 
treated with sulfadiazine and penicillin. She had 
her rectal strictures dilated under anesthesia. On 
one occasion upon return from the operating room 
a brawny edema in butterfly distribution over the 
nose and under the eyes were noted. The skin was 
The next day the lesion had not 
spread but there was diffuse soft enlargement of 


red and tender. 
both parotid glands, which were tender. These 
lesions were thought to be due to erysipelas and 
apparently subsided, no other notes being recorded 
except one which said’ it was improving. The pa- 
tient was anemic during this admission and received 
several transfusions. 

The patient was next seen in September, 1948, 
complaining of abdominal pain, dyspnea and sub- 
She was admitted to the 
hospital and described as being dyspneic, having 
Blood 
pressure 115/88. Pz» greater than Av. There was a 
No 
The liver 
X-ray 
of the chest showed a cardio-thoracic ratio of 66% 
On flu- 
oroscopy a prominent pulmonary conus and distinct 


sternal pains on exertion. 
venous distention and an enlarged heart. 


harsh systolic murmur over the mitral area. 


diastolic murmur. The lungs were clear. 


was enlarged 5 finger breadths. No ascites. 


with an aortic and mitral configuration. 


aortic knob were seen. A widely pulsating vessel in 
Both right and 


At times a diastolic 


the right hilar region was seen. 
left ventricles were enlarged. 
murmur was heard in the 3rd interspace, 4 cm. from 
the sternum. It was diagnosed as a Graham-Steell 
murmur. EKG showed right axis deviation and 
right ventricular strain. The patient was digitalized 
and discharged considerably improved. 

The patient was followed in the Cardiac Clinic 


and maintained fairly well on diet, digitalis, and 
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diuretics. In April, 1950, she was admitted to the 


hospital for further rectal dilation under anesthesia. 


Laboratory studies throughout all of her: admis- 


sions showed a consistently positive Frei test, a pos- 


Fig. 1. The heart is enlarged with a prominent pulmonary conus 


and a mitral configuration. 
itive Wassermann and a hemoglobin which varied 
from 50% to 90%. 
February 28th, when she seemed to be getting along 


She was last seen in the clinic on 
fairly well. She had a few rales at her lung bases 
and her liver was enlarged as before. She was given 
diuretics and continued on digitalis. 


Discussion BY Dr. NATHAN BLOOM*. 

This most interesting case should be divided into 
two parts, the first comprising a discussion of the 
last six years of this patient’s life, and the second 
an attempt to correlate the acute episode leading to 
the patient’s death. We are immediately confronted 
with the malady known as lymphopathia venereum, 
which at the age of 34 had probably completely in- 
capacitated this patient. 
hospital for treatment of an anorectal stricture, which 
is a complication of this disease. This type of stric- 
ture is usually found 5 to 8 cms. above the anus. 
It has a cylindric or annular distribution and is 
accompanied by a varying proctitis, which may be 


She was admitted to the 


ulcerative. On this admission the patient had high 
fever and severe anemia, but improved after sev- 
eral transfusions, sulfadiazine, penicillin, and dila- 
tation of the rectal strictures. There were diastolic 
murmurs heard over the apex and the aortic area, 


the heart was thought to be enlarged and it was also 





*Associate Professor of Medicine, Medical College of 
Virginia, Richmond. 
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noted that the abdomen was distended with fluid. 
A peculiar facial rash was recognized but it apparent- 
ly disappeared very promptly. 

The next note concerning this patient on the pro- 
tocol is three years later. This indicated to us that 
there had been some improvement in this patient’s 
condition, but in September, 1948, she was read- 
mitted to the hospital complaining of abdominal pain, 
At that time atten- 
heart. 


dyspnea, and substernal pain. 


tion was concentrated on her There was 
evidence of heart failure, as the patient was breath- 
less, the heart was enlarged and there was venous 
The 


The heart 


distention. The blood pressure was normal. 
pulmonic second sound was accentuated. 
murmur was now considered systolic over the mitral 
area, but a diastolic murmur was recognized in the 
third interspace to the left of the sternum. The liver 
was enlarged and x-ray studies of the chest revealed 
a markedly enlarged heart with a very prominent 
pulmonic conus and a widely pulsating vessel in the 
right hilar region. This was a most interesting ob- 
servation. The electrocardiogram revealed right axis 
The heart 
failure apparently improved on routine treatment and 


Afterwards, 


deviation and a right ventricular strain. 


the patient was discharged to the clinic. 
she was seen at regular intervals in the clinic but was 
readmitted to the hospital in April, 1950, for dila- 
The laboratory find- 
ings of interest during these admissions were the pos- 


tation of her rectal strictures. 


itive Frei test, which is diagnostic of lymphogran- 
uloma venereum, and a positive Wassermann. Vary- 
ing anemia was also constant. 

The patient was last seen at the clinic on Feb- 
uary 28, 1951. 


still some slight heart failure and the constant liver 


A clinic note stated that there was 


enlargement. 

Five days after this clinic visit the patient was 
suddenly taken critically ill with upper abdominal 
and lower left chest pain. This was accompanied 
by breathlessness, chills, fever, and a painful, tender 
left arm. There was some cough but no hemoptysis, 
some nausea and vomiting. ‘These symptoms con- 
tinued for eighteen hours and at that time she was 
seen by the ambulance physician, who immediately 
referred her to the hospital. She was found to be 
extremely dyspneic, unable to lie down, the temper- 
ature was 103.8, pulse 120, respiration 44, blood 
pressure 98/70. The neck veins were distended, and 


for the first time a description is given of large 
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congenital varicose veins of the left arm and hand. 
The arm was warm and tender. There were find- 
ings in the left chest suggesting a disturbance in the 
left lower lobe. The heart was enlarged to the left, 
but no murmurs were heard. The pulmonic second 
sound was accentuated, the rhythm was regular, the 
liver was very large and tender, and the abdomen 
was distended with questionable fluid. There was 
no peripheral edema. Two hours later the patient 
died. 

Discussion: LLymphopathia venereum is a most 
interesting malady. After the disease has pro- 
gressed to the development of rectal strictures, 
very little may be accomplished by medical treat- 
ment other than rectal dilatation, combating the 
anemia and associated nutritional deficiency. An- 
tibiotics have been suggested in the early stages of 
this disease. Colostomy is advocated when there is 
marked lower bowel obstruction. We wonder wheth- 
er the hepatomegaly in our case could be secondary 
to the rectal disturbance. It is well known that 
chronic ulcerative conditions of the bowel are fre- 
Cer- 
tainly there were changes in the abdomen in 1945, 


quently associated with cirrhosis of the liver. 


which suggested that the liver was enlarged prior 
to beginning heart failure in 1948. Another con- 
jecture was the possible involvement of the liver 
due to syphilis. This is a rare finding, today, but 
could be possible in our case. Amyloid disease of 
the liver could have caused this enlargement and 
must be considered as a possibility due to the long 
We are in- 
clined to believe that the liver enlargement was 


standing suppurative rectal condition. 


caused by several factors, heart failure, chronic rec- 
tal disease, and syphilis. The liver should show 
fatty changes, much fibrosis and possibly some cir- 
rhosis, a so-called chronic hepatosis. We doubt 
whether the pathologist could definitely rule out 
syphilis as being a factor in its enlargement but do 
not consider the enlargement primarily on a cardiac 
basis, as even at death there was no evidence of 
peripheral edema, which should accompany marked 
right-sided heart failure with hepatomegaly. 

The description of the heart murmurs is, to say 
the least, confusing. First, in 1945 they were de- 
scribed as being diastolic in time at the apex and 
aortic area. Then in 1948 a harsh systolic murmur 
was recognized at the apex and questionable diastolic 
murmur over the pulmonic area but, when the pa- 
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tient was in a terminal state, no murmurs were heard. 
The combination of cardiac enlargement, right ven- 
tricular hypertrophy, and a prominent pulmonic 
conus with accentuation of the pulmonic second sound, 
is enough evidence to indicate that murmurs of an 
organic nature probably had been present and cer- 
tainly suggests valvular heart disease with major 
involvement of the mitral valve. The blood pressure 
was normal with no widening of the pulse pressure 
eliminating any serious aortic insufficiency. There 
was no past history of rheumatism but of course this 
does not rule out rheumatic heart disease. So we 
believe that this heart will show some evidence of 
mitral stenosis. Could there be some additional 
heart condition complicating the mitral stenosis? 
Well, the lack of fever except as a terminal event 
and the absence of embolic phenomena is against 
subacute bacterial endocarditis. An acute bacterial 
endocarditis is not as easily ruled out, although bac- 
terial endocarditis is seldom superimposed on a se- 
Is there a possibility that 
there was a congenital cardiac defect? We certainly 


riously diseased valve. 
may rule out many congenital anomalies. There 
was no history of cyanosis and clubbing. This elim- 
inates tetralogy of Fallot and also the x-ray con- 
figuration, with widely pulsating hilar vessels, is 
against this disease. 

The Eisenmenger complex is very difficult to elim- 
inate as in this condition, although there is dextra- 
position of the aorta, hypertrophy of the right ven- 
tricle, and an interventricular septal defect, the pul- 
monic artery is dilated rather than stenosed. This 


causes an enlarged pulmonic conus and normal or 
There is 


even increased hilar vascular shadows. 
a right ventricular hypertrophy and there may be 
cyanosis and clubbing of the fingers, but at times 
cyanosis and clubbing are not present. So it is most 
difficult to rule out this type of congenital defect 
in our case. 


At times, instead of having a combination of in- 
terventricular septal defect, pulmonic stenosis, hy- 
pertrophy of the right ventricle and dextra-position 
of the aorta (tetralogy of Fallot), uncomplicated 
pulmonic stenosis may occur. This condition is 
rather rare as compared to some of the other con- 
genital abnormalities. When there is valvular steno- 
sis, a fusion of the valve leaflets occurs, forming a 


dome with a central aperture. There is usually 
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dilatation of the pulmonic artery beyond the stenosed 
valve. In this condition the electrocardiogram will 
reveal right ventricular hypertrophy. X-rays demon- 
strate a very prominent pulmonic artery but the pul- 
monic vascular markings are normal or decreased. 
There is usually a pulmonic systolic murmur. The 
hemoglobin and red blood count are usually higher 
than normal. 
clubbing. We do not believe our patient had pul- 
monic stenosis because of the increased vascular 


There may be rare cyanosis but no 


markings of the lungs, the type of murmurs and no 
evidence of polycythemia. 

Patent ductus arteriosus rarely causes a right ven- 
tricular hyperthrophy. The pulse pressure is widened 
and the machinery-like ductal murmur is character- 
istic. Ventricular septal defect alone does not cause 
this type of cardiac enlargement and is not associated 
with right ventricular hypertrophy. There are sev- 
eral types of atrial septal defects, the most common 
being a patent foramen ovale. This is a tiny intera- 
trial opening which usually admits a small probe. 
At times it may be considerably larger but seldom 
causes any disturbance alone. But the lower margin 
This is 
known as the ostium primum. It usually closes dur- 
ing the fifth or sixth week of fetal life but when it 
In about 


of the atrial septum at times remains open. 


persists may at times become quite large. 
70% of individuals with atrial septal defect there 
is a complicating valvular lesion. Usually this is 
a mitral stenosis and brings us to the discussion of 
atrial septal defect with mitral stenosis, which was 
first recorded by Martineau in 1865, but was not fully 
described until Lutembacher’s contribution in 1916. 
This French clinician emphasized the combination 
of the septal defect and mitral stenosis. Later 
McGiny and White reported 23 instances of this 
combination but it is still considered a rare condi- 
tion. Some clinicians believe that the mitral stenosis 
is a congenital lesion rather than rheumatic .but the 
majority opinion is that the mitral valve lesion is an 
acquired secondary rheumatic manifestation. The 
clinical picture is not difficult to recognize The 
patients are usually delicate, cyanosis is absent, club- 
bing of the fingers is uncommon. 


Arachnodactyly may be found. Murmurs may be 
both systolic and diastolic, at times typical of mitral 
The electrocardiogram reveals a right axis 


The 


stenosis. 
deviation and right ventricular hypertrophy. 
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diagnosis is confirmed by a characteristic x-ray. The 
heart is markedly enlarged with an enlarged pul- 
monic conus. There is extensive hypertrophy of the 
right ventricle, wide hilar shadows, and a diminished 


aortic knob. One is immediately struck by the pe- 


culiar enlargement of the pulmonic conus. So we 
are convinced that this is a case of Lutembacher’s 
syndrome. The heart will be markedly enlarged, 
there will be a mitral stenosis, probably not too 
tight, the right ventricle and right auricle will be 
markedly hypertrophied, and there will be a large 


atrial septal defect. 


Now we come to the portion of the case concern- 
ing the death of the patient. This was not a sud- 
den death, as the patient lived for 20 hours after 
the onset, but the terminal state was rapid enough to 
It is difficult 
to rule out acute myocardial infarction, although the 


make us consider several possibilities. 


age of the patient, the fact that there was chronic 
valvular disease and cardiac hypertrophy, are all 
against this diagnosis. With the combination of 
mitral valve disease and an old history of syphilis, 
there is always a possibility of coronary ostial stenosis. 
This is certainly a rare complication of syphilitic 
heart disease of which we have no proof in our case. 
Involvement of the coronary ostial in a rheumatic case 
is rather unusual and we do not consider it as a possi- 
bility. The patient did not have any elevation of her 
blood pressure, which usually accompanies dissecting 
aneurysm. We may also rule out rupture of an 
aortic aneurysm into the pulmonic artery, as there were 
no characteristic murmurs suggesting this condition 
or any evidence of aortic aneurysm. The best possi- 
bility is that the patient had a massive pulmonary 
embolus or several pulmonary emboli involving the 
left pulmonary artery. We must remember that, if 
we are correct in the heart diagnosis, there is a pos- 
sibility of paradoxical embolus through the atrial 
septal defect, but if so the embolic reaction would 
be in the greater circulation as well as the lesser and 
The 
best possibility is a thrombophlebitis involving the 


there is no indication of this from the protocol. 


veins of the left arm, as they are described as being 
enlarged and the entire arm was warm and tender. 
So we suggest that the thrombo-embolic complications 
involving the left lung were brought about by a throm- 
bophlebitis in the left axillary or subclavian veins 
or in congenital hemangiomata of the left arm. 
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Discussion By Dr. F. B. MANDEVILLE*. 

We have a single postero-anterior film of the chest 
made at a 6 foot target-film distance on March 6, 
1951 which shows: 

Enlargement of the right auricle. 

Enlargement of the right ventricle. 
Enlargement of the pulmonary artery segment. 
Enlargement of the branches of the pulmonary 
artery with engorged pulmonary vessels. 

5. Enlargement of the left ventricle. 

There is no record of fluoroscopy with the use of 
barium in the esophagus which should not deviate 
but pass straight down without impingement of the 
An 
observation of “hilar dance”, pulsation of pulmonary 


left auricle in cases of interatrial septal defect. 


blood vessels would also be helpful. 

Even with the limited roentgen data, I would favor 
interatrial septal defect. 

In conclusion, our final impressions are: 

1. Hepatomegaly due to chronic hepatosis, mean- 
ing fatty infiltration, cirrhosis, fibrosis, and chronic 
passive congestion in the liver. 

2. Lutembacher’s syndrome (atrial septal defect 
with mitral stenosis, marked hypertrophy of the right 
ventricle and right auricle). 

3. Acute massive pulmonary embolus, left pul- 
monary artery, with pulmonary infarctions, primary 
site of thrombus either in left axillary or subclavian 
vein. 

CLINICAL DIAGNOsIS 

Interatrial septal defect. 

Lutembacher’s syndreme. 

Eisenmenger’s syndrome. 


Dr. BLoom’s D1aGNosIs 
Lutembacher’s syndrome (interatrial septal defect 
with mitral stensosis). 
Cardiac cirrhosis. 
Acute massive pulmonary embolus with infarction 
(source, axilliary vein). 


ANATOMICAL DIAGNOSIS 
Primary pulmonary vascular sclerosis. 
Dilatation and hypertrophy right atrium and right 
ventricle (cor pulmonale). 
Cardiac cirrhosis. 
Focal medullary hemorrhages adrenal (hypoxic). 
Lymphopathia venereum stricture rectum. 





~*Professor of Radiology, Medical College of Virginia, 
Richmond. 
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PaTHOLOGIcAL Discussion 
Dr. Gordon Hennigar*: The heart was large, 
weighing 550 gms. This increased weight was due 
to the hypertrophy of the right side. The tricuspid 
ring was dilated. All the valve leaflets were delicate. 
Accompanying the thickened right ventricular wall 
was a dilated pulmonary valve ring and main pulmo- 


nary artery (fig. 2). These findings, as we shall see 


Fig. 2. The right side of the heart is dilated and hypertrophied. 
Prominent trabeculae carenae and mvéculi pectinati are evident. 
later, resulted from the pulmonary hypertension, and 
explain—loud P» sound, and Graham-Steell murmur, 
as well as the prominent pulmonary conus on flu- 
oroscopy. Dilatation of the pulmonary artery Is a 
constant feature of primary vascular sclerosis and is 


found in over 90% of patients suffering from chronic 


cor pulmonale from various causes.! The gross con- 
figuration of the heart is not unlike that seen in the 


Eisenmenger complex, so that it is easy to see, as 
Dr. Bloom pointed out, this case could have fitted into 
this category. The heart differs from the Lutem- 
bacher type in that the left atrium is not dilated and 
This, along with a mid-diastolic 
murmur (if heard), characterizes the Lutembacher 
syndrome. 

The arterioles of the lungs showed medial hyper- 
trophy, hyaline arteriolosclerosis, hyaline arteriolone- 
The small 
arteries were characterized by medial hypertrophy, 
necrosis occasionally, swelling and fibrosis of the 
intima with a few lymphocytes in this location (figs. 


hypertrophied. 


crosis:and tiny thrombi in their lumens. 





~ *Associate Professor of Pathology, Medical College of 
Virginia, Richmond. 





VIRGINIA MEpIcAL MONTHLY 


Fig. 3. Small pulmonary artery showing medial hypertrophy, en- 
dothelial swelling and luminal thrombus. The top half of the 
vessel has undergone hyaline necrosis. 


Fig. 4. Small artery showing medial hypertrophy, scarring and 
inflammatory lymphocytes in the intima, 


3 and 4). The larger arteries revealed fibrosis of 


the intima. The largest branches of the pulmonary 


were the “seat” of atheromatous intimal 


The latter resulted from the hypertension 


artery 
changes. 
in the pulmonary circuit. There was no correspond- 
ing atheroma of the aorta and its large branches. 
The bronchial arteries were unaffected. 

The liver weighed 2,250 grams and had the mot- 
tled appearance so characteristic of cardiac cirrhosis. 
This type of cirrhosis is seen most frequently in con- 


strictive pericarditis, mitral stenosis, Lutembacher 


syndrome, and pulmonary stenosis. 

However, milder degrees are seen in any patient 
when the pressure in the hepatic veins is greatly in- 
creased and especially when this is accompanied by 
hypoxia of the anemic or stagnant type. Cardiac 
cirrhosis is the end result of the severe “nutmeg” 
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liver. The total serum bilirubin is always some- 
what raised with this type of liver lesion, but I have 
never seen it cause marked jaundice or liver insuf- 
ficiency even in the presence of accompanying pul- 
monary infarction. 

The remainder of the pathological examination was 
not revealing. 

The present status of the etiology has been dealt 


9e 
2-6 


with in a number of publications. Since Ayerza’s 
publication, clinically characterizing a group of pa- 
tients with cor pulmonale, pulmonary hypertension, 
cyanosis, dyspnea, polycythemia and sometimes club- 
bing of the fingers, great interest has been shown in 
this syndrome. We cannot refer to our case today 
as Ayerza’s syndrome because we are lacking two 
components, namely, cyanosis and _ polycythemia. 
Also I do not believe we should refer to Ayerza’s 
disease, because his group of cases were not autop- 
sied and probably included cases of both primary 
vascular sclerosis and secondary vascular sclerosis. 
Many diseases of the lungs are capable of causing 
secondary vascular sclerosis, such as (to name a 
few) congenital heart disease manifesting defects in 
the septae, mitral stenosis, silicosis, bronchiolitis 
fibrosa obliterans, and uncommonly advanced inter- 
stitial pulmonary emphysema. ‘The etiology of pri- 
mary pulmonary vascular hypertension divides it- 
self into two theories, namely, syphilis and primary 
vascular sclerosis analogous to the systemic lesions 
in essential and malignant hypertension. The only 
argument in favor of the former is the fact that this 
lesion has occurred in patients who have a positive 
Wassermann (as in this case) and/or syphilitic aor- 
titis. The spirochaetes have never, to my knowledge, 
been stained in these lesions and inflammatory cells, 
when present, are not of the plasma cells variety. 
Furthermore, elastic tissue fragmentation is not seen 
in the media of the larger arteries. The only feature 
in favor of a primary vascular sclerosis is the fact 
that the lesions in the arterioles and small arteries 
morphologically resemble those seen in systemic hy- 
pertension. In other words, we are dealing with an 
idiopathic vascular sclerosis. 

I am unable to explain the chest pain. Examina- 
tion of the arm veins was not done for this would 
have required a special permit which we did not have. 
The probable cause of death was heart failure. 
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PUBLIC HEALTH 


Mack I. SHANHOLTz, M.D., 


State Health Commissioner of Virginia. 


A Study in Contrast 


In Virginia in 1920 there were 4,370 reported 
cases of diphtheria, 1,888 of typhoid fever, and 3,559 
of small pox. Last year, 1951, there were 194 re- 


ported cases of diphtheria and 61 of typhoid fever. 
There has been no reported case of smallpox in Vir- 
ginia since 1944. This drop in incidence is due of 
course to the use of proven measures of prevention 
and control. 

In regard to poliomyelitis, for which we have as 
yet no specific control measures, there were in Vir- 
ginia in 1951, 267 reported cases and 6 deaths. In 
the peak year, 1950, there were in Virginia 1,200 
reported cases of poliomyelitis and 62 deaths. 

The contrast with traffic accidents in Virginia is 
illuminating. According to Mr. Hiram Smith, of the 
staff of the Governor’s Highway Safety Committee, 
there were 1,000 traffic deaths in Virginia in 1951. 
In the preceding year, 1950, there were 915 dead 
in traffic accidents, 12,148 seriously injured and 
9,692 slightly injured. And all of this without too 
much evidence of public awareness or alarm. 

Let us imagine the situation if we had experienced 
1,000 deaths and 20,000 crippled from a communi- 
cable disease—say poliomyelitis—last year. The 
hysteria would have become panic. 


The anomaly is that the great majority of traffic 
It is rare that such ac- 
The 
causes are usually traceable to human faults such as 


accidents are preventable. 
cidents can be traced to mechanical defects. 


speeding, carelessness and inattention, lack of cour- 
tesy, and driving under the influence of alcohol. 

How can the public be aroused to center its at- 
tention on this daily increasing hazardous situation 
and to express determination that driving shall be 
safer and that traffic regulations shall be sound, ob- 
served and enforced ? 


The solution is in the hands of the public. 


MonTHLY MorsiDITy REPORT OF THE BUREAU OF 

COMMUNICABLE DISEASE CONTROL 

January January 

1952 1951 

Brucellosis 1 8 

Diarrhea and Dysentery - 405 263 
Diphtheria ‘ : 10 
Hepatitis : 54 

Measles 

Meningitis (Meningococcal) ‘ 18 
Poliomyelitis ewe oa 4 
Rabies in Animals : : 48 
Rocky Mountain Spotted Fever ‘ 1 
Scarlet Fever — 
Tularemia - mes .' 
Typhoid and Paratyphoid 3 
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giene Clinic* 

In a mental hygiene clinic the three professional 
disciplines which compose the staff are the psychia- 
trist, the psychologist, and the psychiatric social 
worker. Patterns in relationships between these team 
members are sufficiently well established that those 
who have worked in a mental hygiene clinic any- 
where in the United States will know what his role is 
expected to be in any other clinic. This uniformity 
of practice is brought about through the standardiza- 
tion of professional training in each discipline. 

The psychiatric social worker discusses with com- 
munity referral sources the services the clinic has 
He has the ini- 
tial interview with the person who is referred to a 
The 
heart of the profession of social work is helping 
individuals 


to offer in relation to specific cases. 
clinic for help with an emotional problem. 


individual 
worth and dignity in the face of various types of 


maintain their feeling of 
problems and to utilize the resources at his command 
in such a way as to overcome the obstacles. The first 
step which the psychiatric social worker in the clinic 
takes, therefore, is to help the applicant to know that 
the clinic staff respects him and wants to be helpful. 
The social worker’s skill in this is the direct result 
of training in understanding the significance of the 
information given by an applicant. Physical signs 
of tension contribute as much toward this understand- 
ing as the factual information. 
made as to: 


Observations are 
(1) tears, (2) gestures, (3) whether 
the applicant sits comfortably in his chair or on the 
edge of it, and other physical manifestations of ten- 
sion. The social worker presents to the applicant 
the type of service offered by the clinic and helps him 
consider whether he can utilize clinic service in re- 
lieving his difficulties. 

The information obtained in these interviews is 
carefully recorded by the social worker so that it 
will be available to other team members as psycho- 
logical and psychiatric examinations are made, in 





‘Article prepared by Roberta M. Copenhaver, B.S., 
M.S.S., State Supervisor of Psychiatric Social Service, 
Department of Mental Hygiene and Hospitals, Richmond, 
Virginia. 
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Psychiatric Social Work in a Mental Hy- 





diagnostic staff conferences, and later as evaluations 
of progress are made. 

If the reason for clinic referral is in relation to 
a child’s difficulties, a parent is the person who is 
first seen at a clinic. It is often desirable to have two 
or three interviews with a parent before psychological 
and psychiatric interviews are scheduled. Usually 
both parents are seen during this initial study of the 
nature and extent of a problem. The parents are 
then in a better position to present to the child 
the nature of the clinic and what they hope to ac- 
complish for themselves and for the child through 
clinic interviews. 

When a diagnostic staff conference has been held 
and it is decided that the clinic can be helpful in the 
solution, or a partial solution, of the presenting 
problem, the staff decides which of its members can 
be of greatest help to those who are to come in for 
help. If a child is having severe difficulties in his 
relationships within his family and with others with 
whom he comes in contact, it is usually considered de- 
sirable for the psychiatrist to have weekly interviews 
with the child while the psychiatric social worker 
sees one of the parents. Sometimes each parent is 
seen in separate interviews. 


Through her casework skills, the social worker 
helps the parents examine the possibility that in some 
way the parent is contributing toward, or playing 
into, his child’s problems. Because of the universal 
need of parents to be good parents, the request for 
professional assistance in working out a better re- 
lationship with one’s own child is not easy. It rep- 
resents to the parent an expression of his fear of 
failure as a parent. The parent will not be com- 
fortable throughout the process of examining his re- 
lationships with his child, and changing his attitudes 
and patterns of reacting to the child. He must feel 
that he is in control of the change within himself 
and that it is in the direction and at the rate that 
he wants it. He must be convinced that the social 
worker respects his personality and the social worker 
recognizes the fact that he has no right in life of the 
parent that the parent does not give him. As change 


160 VIRGINIA MepicAL MONTHLY 


takes place within the parent and as the child’s symp- 
toms are eliminated, the parent acquires a new sense 
of dignity, self-esteem, and accomplishment which 
gives him assurance that he will be able to handle 
future problems that may arise. 

Psychiatric social work is a relatively new special- 
ty in the social work profession. The American As- 
sociation of Psychiatric Social Workers celebrated 
its twenty-fifth anniversary in 1951. The constitu- 
tion of this organization defines a psychiatric social 
worker as one whose work is “undertaken in direct 
and responsible relation with psychiatry. Psychiatric 
social work is practiced in hospitals, clinics, or under 
other psychiatric auspices, the essential purpose of 
which is to serve people with mental or emotional dis- 
turbances.”’ Also, according to the constitution of this 
organization, qualifications for membership require 
a Bachelor’s degree and completion of graduate work 
in a school of social work, plus at least one year of 
experience in a paid position in psychiatric social 
work. If the curriculum is not approved by the 
Association of Psychiatric Social Workers, two years 
of experience in a paid psychiatric social work po- 
sition is required. Depending on content of psy- 
chiatric experience in training, requirements for 
membership require supervision by a psychiatric so- 
cial worker for at least six months during paid ex- 
perience. 

A graduate of a school of social work receives 
a Master’s degree. The course is standardized in 
accordance with the American Association of Schools 
of Social Work. In general, courses given to social 
workers include factual information and on-the-job 
training, for which the student is not paid, for two 
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and a half to four days a week for a period of 
eighteen months. The factual information is usually 
given by teachers who are currently practicing in the 
profession from which the information is given, such 
as medical information, legal information, psychoso 
matic medicine, personality development, human be- 
havior, deviations from normal behavior, and courses 
pertaining to the philosophy and development of thé 
the field of social work. Casework classes consist of 
study of cases which have actually been handled, with 
careful attention to those with both successful and 
unsuccessful outcomes. During the period of ex 
perience in a casework agency, the student is helped 
by the supervisor to scrutinize her own casework t 
evaluate the successes of her interviews with patients, 
or patient’s relatives. At intervals an evaluation is 
made of the progress toward the solution of the pre 
senting problem, with a careful appraisal of what 
the student has said which may have been helpful 
or hindering in the attainment of the goals in treat- 
ment. 

A research project, or thesis, is required of all so 
cial work graduates. This consists of facts gathered 
in the course of the graduate training on a subject 
of current interest to the social work field and pre- 
sented in accordance with scientific research methods. 

A completely satisfactory code of ethics in social 
work has not yet been adopted. As personal in- 
tegrity is of paramount importance in the selection 
of students by schools of social work, and as the 
training of students inculcates a respect for personal 
worth and the individual’s right to make his own 
choices, confidentiality of information given to a 
psychiatric social worker is implicit in the profession. 
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THE MEDICAL SOCIETY OF VIRGINIA 


The Council 


At 2:00 p.m. on January 24, 1952, Dr. John T. T. Hund- 
ley, President, called to order the Council of The Medical 
Society of Virginia in the Richmond State Headquarters. 
In attendance were Dr. James L. Hamner, Dr. Ira L. 
Hancock, Dr. C. L. Harrell, Dr. Mack I. Shanholtz, Dr. 
A. A. Creecy, Dr. Walter P. Adams, Dr. Guy W. Horsley, 
Dr. Wilkins J. Ozlin, Dr. Louis P. Bailey, Dr. Frank A. 
Farmer, Dr. Harold W. Miller, Dr. Vincent W. Archer, 
Dr. James P. King and Dr. Lewis H. Bosher representing 
Dr. M. P. Rucker. Present also were Dr. W. C. Caudill, 
Dr. James D. Hagood and Mr. W. L. Painter of the 
State Department of Welfare and Institutions. 

Speaking in behalf of the Department of Clinical and 
Medical Education, Dr. C. L. Harrell recounted the steps 
leading to the present financial condition of his Depart- 
ment. Explaining that the current budget item for opera- 
tion of the postgraduate courses had been reduced by 
half, Dr. Harrell requested an additional $500 appropria- 
tion. It was so moved and adopted. 

Dr. Hagood, Chairman of the Legislative Committee, 
was recognized to give the report of this body which had 
met the previous evening. (The full report follows these 
minutes.) Referring to certain proposed changes in the 
Medical Practice Act, it was explained that the American 
Medical Association would continue to be the accrediting 
agency for medical schools. However, since the A.M.A. 
does not divulge the names of those schools not approved 
or not inspected, the State Board of Medical Examiners 
would be empowered, in the case of foreign schools to 
establish accrediting standards independently, based upon 
the Board’s investigation or from information supplied by 
the license candidate. 

Dr. Archer related an instance occurring in Petersburg 
whereby a patient was committed to Eastern State Hos- 
pital by the Lunacy Commission upon the signed petition 
of the patient’s wife. After entering the hospital, the 
patient was declared sane and, subsequently, was suc- 
cessful in a law suit against his wife. A member of the 
Lunacy Commission had questioned Dr. Archer as to the 
liability of Commission members. According to Dr. Han- 
cock, a Princess Anne County judge ruled that sole re- 
sponsibility rested on the petitioner. Council directed that 
the advice of the Society attorney, Mr. R. C. Duval, be 
obtained and the matter be referred to the Legislative 
Committee if necessary. 

Dr. Horsley displayed the office-opening announcement 
of a clinical psychologist, adding that such persons were 
licensed. Dr. King thought that these psychologists should 


be licensed only under the supervision of a physician. A 


report of an Arlington clinical psychologist practicing in 
violation of the Medical Practice Act which was presented 
to Council at its last meeting was re-read. It urged the 
Society to bring the matter to the attention of the State 


Board of Medical Examiners with a request for investi- 
gation. A follow-up of this request was directed. 

Having the privilege of the floor, Mr. Painter recalled 
briefly the State hospitalization program for the indigent 
and medically indigent operating since 1946, under which 
the State reimburses local hospitalization expenditures. 
Approximately $1,500,000 was consumed last year by the 
State and localities in this program. Some 45% of these 
funds were utilized in connection with persons who were 
already receiving subsistence from public funds—children, 
aged and permanently and/or totally disabled. For these 
groups, federal reimbursement funds are available, the 
initial grant being made by the locality and repaid from 
state and federal funds. Under a 1950 amendment to the 
Federal Act, it is possible for hospitals, physicians and 
drugstores, supplying services, to receive direct payment. 
Continuing the welfare executive pointed out that sub- 
stantial benefit could not be secured in connection with 
hospital payments. He cited an example of a person re- 
ceiving $40 a month subsistence. Such a person would be 
eligible to a maximum of $10 a month hospitalization for 
life. A plan is now being discussed whereby a pre-pay- 
ment arrangement would be developed and sums paid 
into a pool to be drawn upon for payment of services 
covered by the plan. Mr. Painter thought it would be 
possible to augment the present hospitalization program 
with a substantial amount of federal money. There pres- 
ently exists $700,000 in State money, some of which, 
however, is earmarked with the result that the entire 
amount cannot be utilized. 

It was stated that the State Department of Welfare and 
Institutions considered the proposed program worthy of 
study, but that the General Assembly had not been ap- 
proached on the subject. The Department would seek 
the appointment of a Legislative Commission to study 
the possibility of developing such a program to cover 
those persons receiving subsistence funds and normally not 
covered. It would be an extension of the current state- 
local hospitalization program, financed entirely by state 
and local funds and would be a means whereby federal 
funds amounting to possible 45% or 50% of the total ex- 
penditures could be obtained. Mr. Painter explained that 
this plan would not apply to the group recognized as medi- 
cally indigent. 

Having discussed this plan with Dr. H. B. Mulholland, 
Dr. Archer related the idea of issuing “John Doe” policies, 
thereby, avoiding the use of names. Dr. Archer favored 
the plan as a definite step forward in caring for the re- 
cipient group without the threat of federal domination. 

In answer to Dr. Bailey’s question if the $3 a month 
for this plan would be deducted from the $40 monthly 
subsistence, Mr. Painter replied that the $3 amount would 
be paid in addition to the $40 sum. Such a program would 
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be set up within limitations imposed by the State and 
would include hospitalization, physicians’ fees, and drugs; 
fees would be determined by the inclusiveness of the plan. 

Mr. ‘Painter indicated that he had discussed the plan 
with Blue Cross officials and that they were interested to 
the point of obtaining further information. Blue Cross 
was one method mentioned by which the pre-payment 
plan could be secured. New Hampshire was reported as 
presently working out a similar arrangement. 

Relating that each county has a contract with a hos- 
pital to pay a certain amount per capita per day, Dr. 
Bailey questioned the solution to the problem presented 
by the variation of costs in each hospital. In reply, Mr. 
Painter explained that the State would pay in to the plan 
a given amount a month while a company would carry 
the liability. The state official explained further that this 
plan would not be in lieu of the current state-local hos- 
pitalization program under which 
groups are aided but that certain of these groups would 


some sub-marginal 


be covered under the proposed program dividing costs 
with another program. 

Carried unanimously was a motion by Dr. Archer that 
Council approve a study of the idea by the General As- 
sembly in conjunction with a suitable committee of the 
Society. 

After quoting certain figures relating the amount 
paid by the State last year, Dr. Hundley concluded that 
the State actually paid % of the cost of indigent hospital 
care. He also pointed out the discrepancy in per capita 
amounts spent in the counties and cities of Virginia. Dr. 
Bailey commented that in instances where the locality op- 
erates on a 80-100% margin the State will pay 50% for 
indigent hospital care but that the fund is not federally 
matched. The difference is made up of local funds, not 
the State and Federal and, thus, the problem’places the 
local community in a vulnerable position. 

Next to be considered was the amendment to the Con- 
stitution and By-Laws of the State Society prepared by 
Mr. Duval which would allow cities as well as counties 
to be independently established as chartered component 
medical societies. Dr. Adams commented briefly on the 
events leading to the suggestion of this amendment. He 
further conveyed the sentiments of the Norfolk County 
Medical Society as being in favor of such a change. It 
was moved and passed that Council approve the amend- 
ment in principle and refer it to the Judicial Committee 
for action. 

A discussion ensued concerning the setting up of dis- 
trict councils under pew Article VIII, Section 7, page 21 
of the By-Laws. Dr. Hundley opined that the Society 
had unwisely adopted a revision in this By-Law whereby 
the members of the district council would consist of one 
representative from each component society and one rep- 
resentative from each county havirg no local society. The 
Fourth District and S-uthwestern Virginia Secieties were 
used as examples, it being pointed out that under the new 
By-Law these societies which consist of many counties 
would be entitled to only one member on the District 
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Council, thereby, reducing the effectiveness of the group. 
President Hundley further mentioned that he had in- 
structed the State office to request each councilor to see that 
there were representatives from each county for the Public 
Relations Conference April 10, 1952. In the meantime, 
the assumption should be that there are members of the 
District Council from each of the counties in the State. 
It was directed that the matter be referred to the Judicial 
Committee for proper correction in the By-Laws. Re- 
calling the original purpose of the District Council, Dr. 
Hundley and Dr. Archer added that the function of this 
group was to be capable of immediately assembling the 
full resources when needed for dissemination of informa- 
tion and expedient action. 

Mr. Howard, Executive Secretary, reported the policy 
of the Jefferson Hotel concerning the attendance of Negro 
physicians at scientific sessions during the annual 1952 


convention in Richmond. The hotel did not favor a 


blanket invitation to the Negro medical society. Such an 
invitation would create difficulties which the Jefferson 
is not equipped to meet in view of prevailing segregation 
laws. It was mentioned, however, that the presence of one 
or two Negro physicians as guests would not be objec- 


tionable. 


A discussion followed concerning the progress of the 
committee appointed to study the question of the state- 
wide attitude regarding the admission of Negro physi- 
cians to The Medical Society of Virginia. Being unsuc- 
cessful in its efforts to function, the committee requested 
that it be discharged. In response to several suggestions 
on the situation it was the consensus of Council that the 
matter should be reported back to the House of Delegates 
with no further steps being taken by Council to influence 
the question whatsoever. 

Quoting that section of the Constitution and By-Laws 
of the State Society 
societies to be in conformity with it, Dr. Hundley directed 
the office to continue with its plans to request a copy of 
the constitution of each component society. 

Dr. Ozlin inquired as to the eligibility of. members of 
a proposed society to membership in the State Society 


requiring constitutions of local 


where the new group was composed of counties included 
in the Fourth District Society. In reply, Dr. Hundley 
reasoned that such eligibility would not exist so long as 
the charter of the Fourth District Society included those 
counties comprising the new organization. 

Upon learning that the A.M.A. is returning 1% of dues 
collected to the Society for expenses incurred in the col- 
lection of A.M.A. dues, Council passed a motion that 50% 
be retained by the State Society and 50% be proportion- 
ately remitted to the component societies. 

Future collection of A.M.A. dues was next discussed. 
It was reported that Dr. Hundley had been in corre- 
spondence with Dr. George F. Lull, A.M.A. secretary, and 
had favored forgiving delinquent 1950 A.M.A. dues in 
those cases where sincere misunderstanding existed. Hav- 
ing earlier advocated collection of A.M.A. dues on the 
natioral level, Dr. Lull advised that such procedure would 
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be impossible without a great deal of confusion. It was 
brought out that Dr. Lull had been authorized by the 
A.M.A. Board of Trustees to negotiate with the secre- 
taries of state societies concerning delinquent dues. Vir- 
ginia was reported as having collected 59% of 1951 
A.M.A. dues and 79% for 1950, thus, having lost one dele- 
gate to the A.M.A. Dr. Hundley reasoned that the failure 
had been at the local secretary level. 

Dr. King moved that the president appoint a commit- 
tee to study the entire matter of dues and report back to 
Council. This committee should determine what method 
should be adopted in dues collection, including the ad- 
visability of setting up a double-entry bookkeeping system 
available to all societies. Recommendation should then 
be made to the House of Delegates. This motion was 
carried. 

Dr. Ozlin moved that the State Office send statements 
for A.M.A. dues for the remainder of 1952. This motion 
passed unanimously. As delegate to A.M.A., Dr. Archer 
was instructed to continue with the matter of clarification 
of dues status and adjustment of back dues. 

Regarding the status of A.M.A. delegates, Dr. Hundley 
ruled that Dr. Archer having the highest number of votes 
at the 1951 annual meeting would be the delegate, and the 
next in order, Dr. M. H. Harris, would be his alternate. 
This ruling was necessary since the State Society had 
elected two delegates in addition to incumbent delegate, 
Dr. J. M. Hutcheson, while Virginia A.M.A. membership 
as of December 1, 1951, would allow only two delegates. 

A motion to accept the offer of Peoples Drug Com- 
pany to cover the cost of the directory of members of The 
Medical Society of Virginia was adopted. In order to 
avoid criticism from advertisers and exhibitors, it was 
thought that a letter should be sent to each of them 
stating what had been done, explaining that it was a pro- 
cedure which had not been followed previously and while 
we were not requesting such sponsorships from others, we 
were offering the opportunity. Any cffers would be con- 
sidered in order of their application. 

It was announced that the Virginia Academy of Gen- 
eral Practice had rented an office in the State Society 
headquarters, but that on the advice of the Society at- 
torney, rental space had been declined a manufacturing 
firm. Dr. Hundley mentioned the expensive operating 
costs and urged suggestions of non-profit, non-commercial 
organizations which might be interested in office space. 

The problem of sending delegates to various national 
meetings was referred to the Executive Committee to de- 
termine to which meetings the Society should be repre- 
sented. 

At the suggestion of President Hundley, the Council 
recommended that Dr. Rucker prepare an editorial con- 
cerning donations of material of historical significance 
pertaining to The Medical Society of Virginia and that 
a display of such materials be developed. 

Being cognizant that some conflict with the By-Laws 
will arise in the proposed function of Reference Commit- 
tees at the 1952 annual meeting, the president directed 
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that proper amendments to such by-laws be proposed after 
the reports of the committees have been adopted and 
acted upon. It was also directed that the procedure of 
these Reference Committees be explained by letter to the 
delegates prior to the convention. 

Chairman of the Public Relations Committee, Dr. King, 
briefly reported on the plans of the committee, mentioning 
a series of radio programs on Station WRVA, recordings 
of which will ‘be available to stations throughout the 
State. The promotion of Grievance Committees is being 
stressed and kits on emergency and night call systems 
are being supplied the component societies. The April 10th 
Public Relations Conference was announced. 

Council was advised of the resignation of Dr. Ennion 
Williams as Associate Editor of the Virginia Medical 
Month'y. After the explanation that this was an office 
created by Council to assist Dr. Rucker, Dr. Bosher was 
unanimously elected to succeed Dr. Williams. 

Re‘erred to the Public Relations 
authority to establish a policy with regard to an essay 


Committee was the 


contest sponsored by the Association of American Physi- 
cians and Surgeons. 

In accordance with a previous request of Council, the 
Publication Committee reported that all component socie- 
ties had been advised that obituary notices and resolu- 
tions concerning the death of physicians should not exceed 
175 words and should be sent to the Virginia Medical 
Month!y within six months following the death. 

In recognizing the work of the State Rehabilitation 
Division, Dr. Horsley thought that more medical advice 
and more information about the financial status of pa- 
tients should be obtained be’ore cases are assumed. It was 
thought that there should be closer cooperation with the 
State Health Department or a medical supervisor before 
Rehabilitation volunteers to pay necessary costs. It was 
moved that this matter be referred to the Society’s Re- 
habilitation Committee for investigation. Dr. Adams sug- 
gested writing the Governor. After further discussion, the 
motion passed with the recommendation that the report 
of the referred back to 
Council and made available to the proper authorities. 

Next considered was a suggesticn that help be em- 
ployed to assist in setting up exhibits at annual meet- 


Rehabilitation Committee be 


ings. The consensus was that eventual expenses would 
be excessive, and that the Society would continue only to 
furnish necessary backboards, signs, ordirary illumina- 
tion and illuminating boxes. 

Concerning the transfer of certain funds from the De- 
partment of Welfare to the Department of Health, it was 
the sentiment of Council that such transfers should be 
made. President Hundley advised that he had written the 
Chairman of the Legislative Committee explaining the 
situation. This action was approved with the further rec- 
ommendation that the matter be referred to the Legis- 
lative Committee for proper action. 

In response to Dr. Ozlin’s inquiry concerning the 
American Association of Physicians and Surgecns, Dr. 
King commented that ir his opinion it was a worth- 
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while organization with chapters in 23 states. It was 
noted that The Medical Society of Virginia had not 
adopted the aims and objectives of the A.A.P.S. It was 
thought that this was a matter of personal choice. 

The attitude of the State Department of Health con- 
cerning the fluoridation of water was conveyed by Dr. 
Shanholtz who wished to know if the Society would ap- 
prove such a position. The Department of Health approves 
and encourages the fluoridation of public water supplies 
upon assurance of compliance with the following condi- 
tions: 1. Endorsement by local dental and medical groups; 
2. approval by local health officials; 3. evidence of local 
demand as indicated by local ordinances, etc.; 4. appli- 
cation for permission by an individual firm; 5. the de- 
velopment of plans, operating procedures, and methods 
of supervision to be in conformity with the require- 
ments of the department. It was moved and passed that 
the plan be approved under the stated standards. 

Responding to Dr. Shanholtz’s question, it was the con- 
sensus of Council that cases of indigent patients utilizing 
certain health centers as clinics should be treated indi- 
vidually. 

There being no further order of business the Council 
adjourned. 

Legislative Committee 


The Legislative Committee of The Medical Society of 
Virginia met on the evening of January 23, 1952, at the 
Society Headquarters. 

The Meeting was called to order by Dr. James D. 
Hagood, Chairman. The roll was called and a quorum 
was found to be present. 

The following physicians and guests were present: 
Dr. Hagood, Dr. Caudill, Dr. Henderson, Dr. Wood, Dr. 
Williams, Dr. Farmer, Dr. Graves, Dr. Masters, Dr. 
Gatewood, Dr. Cole, Dr. Elliot, Dr. Hundley, Dr. Shields, 
and Mr. Duval. 

The first bill discussed was one which would substitute 
the words “medical examiner” for the word “coroner”. 

It was agreed that the bill should be substituted for a 
similar bill (SB 131) which already had. been introduced. 
A moticn to adopt carried. 

A proposed bill to place M.D. on auto license plates 
was next considered, and after some discussion, the motion 
was made recommending that the bill not be introduced. 
It was seconded and passed. 

Next on the agenda was a proposed bill which would 
define and regulate the work of dispensing opticians. It 
was brought out that this bill would merely create another 
board, that educational requirements were sorely lacking, 
and that very little would be accomplished. 

A motion was made that the Committee go on record 
as opposing the bill. This was seconded and passed. 

Dr. K. D. Graves, Secretary of the State Board of 
Medical Examiners, explained the proposed amendment 
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to the Medical Practice Act. It was brought out that the 
proposed amendment was designed to keep disputes out 
of court by giving the Board the power of determining 
whether those foreign schools not graded by A.M.A. 
were standard or substandard. It was moved that the 
Committee go on record as favoring the bill. This was 
seconded and passed. Dr. Graves then requested that 
something be done to grant the Board the right to appeal 
the decision of the circuit court. A motion was then made 
by Dr. Cole to allow the Board two years to work up a 
bill granting right of appeal. This was seconded and 
passed. 

Mr. Duval then discussed five bills concerning Chirop- 
odists. The first considered would allow chiropodists 
to prescribe dangerous drugs. A motion to oppose the 
bill was seconded and passed. 


The second bill would require two years academic 
work before practice. This bill was approved. 


The third would provide for an examination on 
anatomy and physiology rather than anatomy and physi- 
ology of the feet. It would also allow an examination on 
surgery rather than minor surgery. A‘ter considerable 
discussion, a motion was made to oppose the bill. It was 
seconded and passed. 

The fourth proposed bill would make it unlawful for 
anyone to use certain words tending to indicate that a 
person was a chiropodist. It was believed that the present 
statute already covered the situation, and a motion to dis- 
approve the bill passed. 

The fi'th proposed bill was designed to add an anti- 
advertisement section to the law, and establish a statutory 
code of ethics. It would define and regulate advertising. 
It was brought out that the existing statute Section 54-317 
of the Code covers th's. A motion to oppose was offered 
and passed. 

A proposed bill to remove tax on medical libraries was 
next discussed, and it was thought to be somewhat local 
in nature (Norfolk). A motion to approve the bill was 
carried. 

Dr. Shields of Tucker Sanatorium was granted the 
privilege of the floor and objected to the present law 
requiring that the name of each private mental hospital 
patient, along with the diagnosis, be reported. He re- 
quested that the present law be chang-d by substituting 
the word “admitted” for the wo-d “committed.” A motion 
to approve passed unanimously. 

With no further business on the agenda, the meeting 
was adjourned. 


Report of Delegates to the American Medical 
Association 


The interim session of the House of Delegates of the 
American Medical Association was held at the Biltmore 
Hotel, Los Angeles, Cali‘ornia, December 4-6, 1951. 
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In keeping with.the custom of recent years, immediately 
after the invocation, an election of General Practitioner 
of the year was held and Dr. A. C. Yoder of Goshen, 
Indiana, was chosen. Dr. Yoder, eighty-four years old, 
has in addition to his practice taken an active part in his 
local and state societies and in various civic movements. 
Upon learning of the award he was flown from his home 
to Los Angeles and was present to receive the medal on 
December 6th. 

The usual addresses by the Speaker of the House and 
President were heard. In a forceful address, President 
Cline, discussing conditions in the country today stressed 
the opportunities and obligations of the American Medi- 
cal Association and urged upon individual members the 
necessity for positive action both as citizens and as doctors. 
His address published in the Journal of December 22nd 
should be read in full by every member. Brief addresses 
were also heard from Dr. J. J. Rourke, president of the 
American Hospital Association and Mr. Donald Wilson, 
Commander of the American Legion. These 
brought congratulations from their respective organizations 
upon the position taken by the A.M.A. in national affairs 
and pledged their cooperation and support. 


speakers 


Speaking for the Board of Trustees, the Chairman, Dr. 
Dwight Murray, announced a contribution of half a mil- 
lion dollars for 1951 by the A.M.A. to the American Medi- 
cal Education Foundation. This is the second contribution 
of like amount. In his report on the foundation, Presi- 
dent Henderson noted that so far individual doctors have 
fallen far below his expectation as only 1361 out of a mem- 
bership of approximately 140,000 have contributed. It was 
suggested that committees be formed in the states for the 
purpose of soliciting contributions in support of this move- 
ment. 

The revision of the Constitution and By-Laws which 
will come up for final adoption at the next general session 
was reviewed. Along with numerous minor changes the 
revision provides for one class of membership in place 
of members and fellows as in the past. It also provides 
for two elected representatives from the Student Ameri- 
can Medical of the 
House. 

Of considerable interest was the question of 1950 dues. 
It appears that many members did not understand that 
payment of dues for 1950 was compulsory for maintaining 
membership but were later told that dues for 1951 could 


Association as ex-officio members 


not be accepted until dues for the previous year were paid. 
A resolution providing blanket remission of 1950 dues was 
rejected by the House but a substitute resolution -which 
was adopted gives to the Secretary of the A.M.A. the 
authority to negotiate with each state organization sepa- 
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rately as to the method of correcting misunderstandings 


which exist relative to the collection of 1950 dues only. 

The delegation from Tennessee again proposed that the 
A.M.A. recommend to the Congress of the United States 
a program for the care of veterans. This program would 
provide that all veterans with non-sérvice connected ill- 
ness, with certain exceptions such as mental illness and 
T.B., be furnished standard medical and hospital insur- 
ance policies to be paid for by the government. This large 
class of government dependents would be cared for by 
civilian agencies instead of requiring ever increasing vet- 
erans facilities. The resolution, after animated discussion 
both in committee and on the floor of the House, was re- 
ferred to the Board of Trustees with the recommendation 
that a special committee be created to study the matter and 
to report at the next general session in June. 

The Council on Medical Service and Hospitals reported 
that the joint commission for accreditation of Hospitals 
had been perfected and would convene in Chicago for its 
first meeting December 15, 1951. This Commission, as 
previously reported, consists of 18 members, six repre- 
senting the A.M.A., six the American Hospital Associa- 
tion, three the American College of Surgeons and three 
the American College of Physicians. 

One of the highlights of the session was the public 
meeting at which the issues before the American people 
were discussed by Senator Robert A. Taft of Ohio and 
our own Senior Senator Harry Byrd. Both senators ex- 
pressed sympathy with the efforts of the A.M.A. in com- 
bating socialism and congratulated the Association upon 
the work accomplished. Senator Byrd made a splendid im- 
pression and your delegates felt great pride in the mani- 
fest esteem in which he is held by doctors throughout the 
nation. These addresses were broadcast over the country 
and the meeting televised locally. 

Two resolutions were introduced relative to providing 
remuneration for the President and President-Elect. 
These officers in addition to attending stated meetings 
are called upon for addresses and conferences throughout 
the country and are compelled to spend a vast amount 
of time away from their work. Heretofore only their 
expenses have been allowed. It was recommended that in 
lieu of salaries, as proposed in one resolution, these ofh- 
cers be given liberal per diem honoraria the amount of 
which is left to the discretion of the Board of Trustees. 
This recommendation was adopted by the House. 

The House then adjourned to reconvene June 9 for the 
next regular session in Chicago. 

Matcoitm H. Harris 
Henry B. MULHOLLAND 
J. Morrison HUTCHESON 
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Do You Observe Doctor’s Day? 

I would like to bring to your attention the im- 
portance of the observance of Doctor’s Day in your 
community. This can be a good Public Relations 
gesture and an enjoyable affair for the doctors. 

This custom came about in 1934 when the Wom- 
an’s Auxiliary to the Medical Association of Georgia 
passed a resolution to observe March 30th each year 
as Doctor’s Day, the object being to honor the pro- 
fession by doing some act of kindness, gift or tribute. 
In June, 1936, at Atlantic City, the president of the 
Woman’s Auxiliary to the Southern Medical Asso- 
ciation, presented the plan to the Auxiliary to the 
American Medical Association. It was adopted and 
a recommendation made that each state select a day 
outstanding medical 
This date 
is arbitrary, but most of the Southern States do ob- 


which would celebrate an 


achievement of one of her own doctors. 
serve Doctor’s Day. It has been customary in Vir- 
ginia to celebrate this occasion in the spring, and 
many of our County Auxiliaries have entered whole- 
heartedly into it. 

The Woman’s Auxiliary to The Medical Society 
of Virginia is very proud of our great doctors and 
their noble work and wishes to pay a tribute to them 
whe have given, are giving, and will forever give 
their services to humanity in our state, in our nation 
and throughout the world. It is my earnest hope that 
every County Auxiliary will plan to honor the doc- 
tors in an appropriate manner this spring. 

Below are some suggestions for observance: 

1. Publish a tribute to our doctors in your local 

newspaper. 

If broadcasting station is available, have your 
Auxiliary sponsor a Doctor’s Day program. 
Send telegrams, letters, notes or telephone each 
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doctor in your county, “Best Wishes”. 

Send flowers to doctors’ offices, hospitals or 

clinics. 

Send buttonniere to each doctor to wear as a 

reminder of our love, respect and appreciation 

of him. 

Place flowers cn graves of deceased doctors in 

your local cemetery. 

Visit the sick and retired physicians, or re- 

member them with flowers or notes. 

Plan social functions for your medical society 
barbecue, luncheon, dinner, dance or picnic. 

Plant trees in honor of your medical society. 

Give the observance publicity in a dignified 

manner, which will be a credit to the profes- 

sion. 

Have an account of your Doctor’s Day Program 
published on the Auxiliary Page of the Journal. 
Your ideas may be valuable to other Auxiliaries. 

LoutsE J. HAMNER 
(Mrs. J. E.) 


Northampton-Accomac Auxiliary. 

The first meeting of the New Year was held Jan- 
uary 15th at the home of Mrs. H. L. Denoon at Nas- 
sawadox, with twenty members present. 

The new president, Mrs. John Wise Kellam, pre- 
sided. Minutes of the October meeting were read by 
Mrs. W. Carey Henderson, and the treasurer’s report 
given by Mrs. John R. Mapp. 

Mrs. W. T. Green, Jr., chairman of the Grace 
Wilkins Holland Memorial, reported that draperies 
were made and hung in the Memorial Room of the 
Northampton-Accomac Hospital. 

Upon request of Mrs. R. M. Reynolds, State Chair- 
man of Civilian Defense, the president appointed 
Mrs. W. C. Fritz of Onancock as local chairman. 
Mrs. Reynolds also requested that all Auxiliary mem- 
bers take courses in Civilian Defense and the Red 
Cross First Aid. 
blood donors. 


Mrs. Denoon made an appeal for 


Two members were welcomed to the Auxiliary. A 
tea and social hour followed the business meeting. 
The Auxiliary will be guests of Mrs. J. Fred 
Edmonds at Accomac for the April meeting. 
CATHERINE R. TROWER, 
Chairman, Press and Publicity. 
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Dates. Jo Remember 


SEPTEMBER 28—OCTOBER 1 


The 1952 Annual Meeting of THE MEDICAL SOCIETY 
OF VIRGINIA will be held in Richmond on the above 
dates. Members are advised to make their reservations 


early by writing any of the hotels listed below. 


JEFFERSON* Headquarters Hotel . FRANKLIN & JEFFERSON 
JOHN MaRsHALL . .. . . . STH & FRANKLIN 

KING CaRTER .. . . . . . 8TH & Broap 

RALEIGH . ..... . . . 9TH & BANK 
RICHMOND .. .. ....... 9TH & GRACE 


WittiaM Byrp.... . . .. 2501 West Broap 


* The House of Delegates of The Medical Society of Virginia has directed 
that officers and delegates of the Society shall be given the opportunity of 
securing reservations at the Headquarters Hotel. However, the Jefferson has 
guaranteed the Society a total of 250 rooms, and reservations for the general 


membership will be confirmed in the order in which requests are received. 
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EDITORIAL 


Treatment of Urinary Tract Infections 


A RECENT article from a prominent United States clinic stated that approximately 
twenty per cent of the cases coming to autopsy showed evidence of active or healed 
infection of the urinary tract. In reviewing the history of these cases it was found that 
in only six per cent was the disease state diagnosed prior to death. These figures suggest 
the prevalence of a disorder which ordinarily can be easily diagnosed and, with the 
intelligent use of the new chemotherapeutic agents at our disposal, can be eradicated 
unless there are complicating mechanical factors. 


Two factors need discussion as the cause of the relatively poor handling of urinary 
tract infections. First, during the past fifteen years new sulfonamides or antibiotic 
compounds have been developed in such bewildering array that the busy physician 
cannot know exactly what type of infection will respond to which drug. Commonly, 
in urinary tract infections, the infecting agents may be resistant to the drug adminis- 
tered or there may be multiple organisms which further complicate the response. The 
commonest offenders are B. coli, streptococcus faecalis, Ps. aeruginosa, proteus, aero- 
genes, staphylococcus, hemolytic streptococcus, and a few rarer organisms. ‘To illustrate 
the difficulty, an infection produced by B. coli will usually respond rapidly to aureo- 
mycin, but Ps. aeruginosa will be completely resistant to it. Penicillin, which is very 
commonly used, is totally ineffective against any of these organisms with the exception 
of the hemolytic streptococcus. In the absence of exact information as to the bacteria 
present, the best agents will unquestionably be the sulfonamides and streptomycin as, 
between them, these two are capable of attacking most of the above group. 


This brings us to the second problem in the handling of these infections and that is 
the disinclination of the busy practitioner to use even simple diagnostic tests to arrive 
at the probable cause. Certainly he hasn’t the time nor the set up to make thorough 
culture studies. As a matter of fact the best laboratory may require two or three days 
to isolate and label the organisms. It is relatively easy to examine the urinary sedi- 
ment for pus cells and to stain this either with methylene blue or the gram technique. 
With these, the morphology and certain staining characteristics give us some identifica- 
tion. If gram negative bacilli are present and the urine is acid, it is probably B. coli. 
If the urine is alkaline, the most likely offender is Ps. aeruginosa or proteus. With 
this relatively simple procedure, a more positive idea can be obtained as to the best 
agent to employ in treatment. 

With this information, the general practitioner should prescribe one gram strepto- 
mycin intramuscularly daily and sulfonamide by mouth. Rhoads feels that gantrisin 
is superior to the sulfonamide mixtures and recommends that it be given in doses of 


two grams every six hours. These drugs are relatively inexpensive, only mildly toxic, 
and should be continued for ten days or two weeks. Ordinarily the urine will clear 
rapidly, but the drug should not be stopped too soon or there will be recurrence of the 


infection. 


If, under this regime, the patient does not recover, further studies of the urinary tract 
should be made including intravenous or retrograde pyelography since stasis of urinary 
flow is a potent cause of recurring infection. This stasis may originate as the result 
of stones in the urinary tract, various mechanical obstructions, prostatic obstruction, 
large cystoceles, etc. Foci of infection elsewhere in the body may be a factor in con- 
tinuation of the infection. Naturally, the corrective therapy for the mechanical con- 
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dition should be initiated. On the other hand, it would be a serious mistake to submit 
every case of urinary tract infection to thorough urinary tract work up without a trial 
of simple therapy. 

The above program should be adapted to the individual case. It should be intelli- 
gently followed and, above all, there should not be frequent switching of drugs if the 
patient does not respond properly. Those infections associated with an alkaline urine 
require persistent treatment even in the absence of mechanical difficulty. Again it 
should be emphasized that there are very few urinary tract infections in which penicil- 
lin is of any value. Aureomycin and terramycin may produce severe gastro-intestinal 
symptoms and should be used with the greatest caution. Finally, a word of warning 
should be given against the use of more than one chemotherapeutic agent. Recently 
it has been shown in mice that aureomycin, terramycin and chloromycetin interfere with 
the action of penicillin on hemolytic streptococcus. For this reason, at the present writ- 
ing, it is best not to use these drugs in combination and to avoid “shotgun” therapy. 

S. W. Bupp, Jr. 

REFERENCE: 


Rhoads et al, J.A.M.A. 148: 165 


Dr. William Small (1734-1775) 


AMUEL BUTLER, in The Way of All Flesh, has this to say of greatness, ‘“What, 

then, it may be asked, is the good of being great? The answer is, that you may 
understand greatness better in others, whether alive or dead, and choose better company 
from these and enjoy and understand that company when you have chosen it—also, 
that you may be able to give pleasure to the best people and live in the lives of those 
who are yet unborn.” 


If anyone qualifies, under Samuel Butler’s description, Dr. William Small, Virginia’s 
mystery man of the 18th century, the teacher of Thomas Jefferson, certainly does. In 
his autobiography, Jefferson has this to say: 


“It was my great good fortune, and what probably fixed the destinies of my life that 
Dr. Wm. Small of Scotland was then professor of Mathematics, a man profound in 
most of the useful branches of science, with a happy talent of communication correct 
and gentlemanly manners, & an enlarged & liberal mind. He, most happily for me, 
became soon attached to me & made me his daily companion when not engaged in the 


school; and from his conversation I got my first views of the expansion of science & 
of the system of things in which we are placed. Fortunately the Philosophical chair 
became vacant soon after my arrival at college, and he was appointed to fill it per 
interim: and he was the first who ever gave in that college regular lectures in Ethics, 
Rhetoric & Belles lettres. He returned to Europe in 1762 (sic), having previously 
filled up the measure of his goodness to me, by procuring for me, from his most intimate 
friend G. Wythe, a reception as a student of law, under his direction, and introduced me 
to the acquaintance and familiar table of Governor Fauquier, the ablest man who had 
ever filled that office. With him, and at his table, Dr. Small & Mr. Wythe, his amici 
omnium horarum, & myself, formed a parti quarré, & to the habitual conversations on 
these occasions I owed much instruction.” 


What little we know of him is due to the researches of Herbert L. Ganter (William 
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and Mary Quarterly, October 1947). He does not appear in any of the usual bio- 
graphical dictionaries. What we know can be summed up in a few sentences. He was 
the youngest of four children of James and Lillias Small, born at Carmyllie, Forfarshire, 
Scotland, on October 13, 1734, graduated M.A. from Marischal College, Aberdeen, in 
1755, and taught mathematics and Natural Philosophy at William and Mary from 
1758-1764. He went to England to purchase scientific apparatus and, instead of re- 
tiring as apparently he had planned to do, he set up in the practice of medicine in 
Birmingham, England, where he became the friend of James Watt, John Baskerville, 
Erasmus Darwin, Thomas Day, Richard Lovell Edgeworth, James Keir, John Roebuck 
and Josiah Wedgwood. He died “of a fever” on February 25, 1775. Besides receiv- 
ing a letter, dated May 7, 1775, and some Madeira wine from Thomas Jefferson, that 
seems to be about all that is known about Dr. William Small. 


Why he did not return to Williamsburg is a matter of conjecture. It has been sug- 
gested that he was disappointed in not being elected President of the College, upon the 
death of the Reverend William Yates. His decision, not to return to Virginia, was not 
reached until he had been in England several months. He was granted an M.D. degree 
from Marischal College in 1765. His biographer was not impressed with his enthusiasm 
for medicine. , On several occasions Small acted in the capacity of technical consultant 
to Matthew Boulton, the Birmingham manufacturer, and it might well be, that his in- 
terest in the steam engine, plaved a part in his decision not to come back to Virginia. 





Courtesy of Herbert L. Ganter 
WILLIAM SMALL 


1734-1775 


Reproduced from the William and Mary Quarterly, October, 1947. 
Original in Assay Office, Library, Birmingham, England. 
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PRESIDENT’S MESSAGE 


A Statement of Principles 


HE medical profession has been blamed for much that is its fault, but for more 





that is not. Consequently a statement of principles is in order. 


As an individual member of the medical profession, and as an officer and leader 
in medical organizations, I stand behind and support my profession. At the same time 
I reserve the right to condemn those members of my profession who do not live up to 
the ideals and ethics of the profession, and intend to do all in my power to see that 


they are censured or disciplined. 


In addition, I neither feel guilty, nor have an inferiority complex, because my profes- 
sion is currently under attack. Consequently I will not submit supinely to attack, and 


will repulse as actively as is within my power those attacks which I deem unjust or unfair. 


Joun T. T. Hunptey, M.D., President 


The Medical Society of Virginia. 


30 January 1952. 





Floral Eponym 
JAMESIA. 
James, Epwin (1797-1861). 

Dr. Edwin James, a native of Weybridge, Vt., studied botany, geology, and medicine 
at Middleburg College from 1816 to 1819. In 1820 he went as botanist, geologist, and 
surgeon on an expedition to the Mississippi and the Rocky Mountains. He was one 
of a group of three who were the first to climb Pike’s Peak which, by the way, was 
named by Major Long, “‘James’ Peak”. He wrote the official report of the explora- 
tion, and also a translation of the New Testament into the Ojibway language. Later 
he settled in Iowa. He was an ardent abolitionist and ran an underground road for 
runaway slaves. 

Jamesia is the name given to three species of shrubs of the family Saxifragaceae 
which grow from Montana to New Mexico. 
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SOCIETY PROCEEDINGS 


The Washington County Medical Society 
Held a meeting on December 20, at the Martha 
Washington Inn, Abingdon, which was Ladies’ Night 
and the following doctors with their wives were pres- 
ent: Drs. Catron, Gabriel, Hagy, Hayter, Hillman, 
Johnston, LeGarde, Shaffer, Suter, Turner, J. A. 
Wolfe, Wycoff and Moore. 
was followed by a turkey dinner with all the trim- 


A cocktail party at 6:30 
mings. Each lady at dinner received a favor which 
was wrapped as a Christmas present. 

Following the dinner the Society was honored to 
have as its guest speaker Dr. Albert S. McCown, 
Epidemiologist, State Health Department, Richmond, 
who gave a most enjoyable presentation of presiden- 
tial pathology. 

The year 1951 marked the third year that the 
Washington County Medical Society has been func- 
tioning since its reactivation in 1949. General at- 
tendance at the meetings for the past year has aver- 
aged approximately 55 per cent of total member- 
ship. The Society for the past year has been under 
the presidency of Dr. J. H. Hagy, Abingdon. 


The Society met at the Martha Washington Inn 
on January 17, at which time election of officers 
for 1952 was held. The following were nominated 
and elected unanimously: President, Dr. R. L. Hill- 
man, Emory; Vice-President, Dr. R. G. Russell, 
Abingdon; Secretary-Treasurer, Dr. James M. Suter, 
Bristol. 


Smyth County Medical Society. 
At the monthly meeting of this Society on Decem- 
ber 17, 1951, the following were elected officers for 


1952: President, Dr. R. C. Potter, Marion; vice- 
president, Dr. D. L. Greever, Chilhowie; and secre- 
tary-treasurer, Dr. J. J. Eller, Marion. Delegate 
and alternate to the Richmond meeting of the State 


Society were also named. 


The Williamsburg-James City County Med- 

ical Society 

Held a dinner meeting at Buck’s College Inn, 
Williamsburg, on January 21. After the meeting 
was called to order by the President, Dr. Baxter I. 
Bell, Dr. Granville L. Jones introduced Dr. Cyril 
Hardy to the Society. Dr. Hardy became associated 
with Eastern State Hospital, Williamsburg, in Sep- 


tember, 1951. A motion was passed that Dr. Hardy 
be elected to associate membership, and that Dr. 
Andrew Davis, Williamsburg, be elected to regular 
membership. 

Dr. E. B. Kilby, Toano, suggested that the society 
might wish some more permanent location for the 
Charter of the Williamsburg-James City Medical 
Society, which now hangs in his office. Dr. Jones 
offered the society the use of the Eastern State Hos- 
pital Medical Library as its permanent headquar- 
ters. This offer was accepted. 

Other business included the appointment of Dr. 
Jones and Dr. E. Beamer-Maxwell to represent us 
at the Public Relations Conference of the Medical 
Society of Virginia in April. 

After the business meeting, interesting and infor- 
mative movies, supplied by the Ciba Pharmaceutical 
Company, on Coramine in General Practice, The 
Use of Heavy Nupercaine in Spinal Anesthesia and 
Diagnosis and Treatment of Leukorrhea were shown. 

Frances E. Woop, M.D., Secretary 


The Mid-Tidewater Medical Society 

Met at the West Point Country Club on January 
22nd. Dr. R. B. Bowles of Mathews was installed 
as president, for the twenty-fifth year of the society. 

The program was on the relationship of the local 
physician to organized medicine from local level, state 
level and A.M.A. Dr. Bowles spoke of the importance 
of the local medical society and membership, as well 
as the local physicians’ responsibility to the profes- 
sion. 

Mr. Robert I. Howard, Executive Secretary of The 
Medical Society of Virginia, talked on the State Co- 
ciety, Public Relations and the present legislative 
program concerning medical affairs. 

mr. J. 
A.M.A., discussed the local physician with relation 
to the A.M.A., stressing the importance of member- 
ship, and that one must belong to the local medical 
society to become a member of A.M.A. 

The next meeting will be held in Tappahannock 
in April in conjunction with the Northern Neck Med- 
ical Society, when a Clinical Program will be held 
under the auspices of The Medical Society of Vir- 
ginia’s Committee on Continuation of Medical Ed- 


Morrison Hutcheson, Delegate to the 


ucation. 


M. H. Harris, M.D.. Secretary 
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The Northampton County Medical Society 


Met at the Eastville Inn in Eastville, on January 
17. At this time Dr. J. R. Mapp of Nassawadox, 
Co-Chairman of the Medical Civilian Defense Or- 
ganization for the counties of Northampton and Ac- 
comac, gave a comprehensive discussion of the plans 
being made for action in the case of disaster, par- 
ticularly associated with war effort. 

This Society went on record as favoring a change 
in the constitution and by-laws of The Medical So- 
ciety of Virginia to allow for the admission of negro 
physicians into the State Society. 

Election of officers for the year of 1952 resulted 
as follows: President, Dr. Charles Robertson, Cape 
Charles; Vice-President, Dr. W. T. Green, Nassa- 
wadox; Secretary-Treasurer, Dr. Thomas Hardman, 


Cape Charles. 


Dr. Edmund Henderson of Nassawadox was 


elected a member of the Board of Censors for three 
years, and Dr. W. C. Henderson, also of Nassawadox, 
was elected chairman of the Committee on Public 
Relations. 
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Lynchburg Academy of Medicine. 

In January the Academy had a dinner meeting, 
held at the Virginian Hotel. The speaker was Dr. 
V. P. Sydenstricker, Professor of Medicine, Univer- 
sity of Georgia Medical College, Augusta, Georgia 
who spoke on “Arthritis And Other Collagen Dis- 
eases”. 

At the Trustees meeting which preceded the general 
meeting, Dr. E. A. Harper was re-elected secretary 
for 1952, and Dr. Frank Buck was re-elected assistant 
secretary. 


Roanoke Academy of Medicine. 
At the dinner meeting of the Academy on February 
4, at Hotel Roanoke, papers were read by two guests 
from the University of Virginia as follows: 
Granulomas With Tissue Eosinophilia by Dr. Ed- 
ward P. Cawley 
and 
Urticaria and Angio Neurotic Edema by 
Oscar Swineford 
Dr. Ira Hunt is president of the Academy and 
Dr. Philip C. Trout secretary-treasurer. 


Dr. 





NEWS 


Committees in Charge for Richmond Meet- 
ing—The Medical Society of Virginia. 
Local Committees on Arrangements for the 1952 

Annual Meeting of The Medical Society of Virginia 

have been appointed. They are: 

GENERAL CHAIRMAN--Dr. Kinloch Nelson 

Hotes AND Hatts-_-- Dr. C. L. Outland, Chairman 

Dr. W. Linwood Ball 
Dr. Carl W. Meador 

TecHNIcAL Exuistts_Dr. E. L. Kendig, Jr. 

PUBLICITY AND Press_Dr. E. E. Haddock 

ScIENTIFIC Exuisits_Dr. William H. Higgins, Jr. 

. William R. Jordan 

ENTERTAINMENT ~---Dr. Donald S. Daniel 

ENTERTAINMENT FOR 
PD ic cinpinctcmetes Mrs. Randolph H. Hoge 


Scientific Exhibits. 

Dr. Eugene L. Lowenberg, Chairman of the Com- 
mittee on Scientific Exhibits, announces that the 
Committee will now receive applications for scientific 
exhibits for the meeting of The Medical Society of 
Virginia to be held in Richmond, September 28th 


through October 1st. The deadline for applications 


will be June 15th. The executive committee will 
then choose those to be shown and notify the exhibi- 
tors by July 1st. This will be necessary because of 
limited space at disposal for scientific exhibits. Ap- 
plications should be requested from Dr. Hunter B. 
Frischkorn, Jr., 1000 West Franklin Street, Rich- 
mond 20, Virginia. 


News from State Health Department. 

Dr. Fred C. Heath resigned as Health Officer of 
Fairfax County at the close of business February 11, 
1952. He will be replaced by Dr. Harold Kennedy 
who is being transferred from the Henry-Martins- 
ville Health District. 


The Virginia Society of Anesthesiologists 

Will hold its annual business meeting on March 
22nd instead of March Ist as originally scheduled. 
This will be in Lynchburg and an address will be 
given on “The Economics of Anesthesiology” by Dr. 
Lewis Wright. 

Present officers of this Society are Dr. Thomas 
Walker of Richmond president, and Dr. Harold F. 
Chase of Charlottesville secretary. 
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Dr. Lewis W. Holladay, 

A former Richmonder, recently chief of urology 
service at the Newton D. Baker Veterans’ Hospital 
at Martinsburg, W. Va., has been named chief of the 
paraplegic service at McGuire Veterans’ Hospital, 
Richmond, and entered upon his duties here on Feb- 


ruary 17. 


The Southeastern Allergy Association 

Will hold its seventh Annual Meeting at the Bon 
Air Hotel, Augusta, Georgia, on March 21 and 22. 
Dr. L .C. Todd of Charlotte, North Carolina is pres- 
ident, and Dr. Katherine B. MacInnis of Columbia, 


South Carolina, is secretary-treasurer. 


Red Cross Roll Call. 

Your assistance is needed in presenting the work 
and the needs of Red Cross. This year the blood 
program for the armed forces, an expanding volume 
of services to military personnel and their depend- 
ents, the heavy demands for assistance to victims 
of natural disasters and the continued training civil 
defense authorities have requested Red Cross to 
provide our citizens, have all placed extra burdens 
on Red Cross finances. 
vital to the continued effectiveness of Red Cross in 


Success of the campaign is 


these diverse activities. 
You are especially asked to answer the Red Cross 
Roll Call February 26-March 11. 


The American College of Chest Physicians 

Will hold its 18th annual meeting at the Congress 
Hotel, Chicago, June 5 through 8. A scientific pro- 
gram covering all recent developments in the treat- 
ment of heart and lung disease is being arranged. 

The Board of Examiners of the College announces 
that the next oral and written examinations for 
Fellowship will be held in Chicago on June 5. Can- 
didates for Fellowship in the College who wish to 
take the examinations should contact the Executive 
Secretary, American College of Chest Physicians, 
112 East Chestnut Street, Chicago 11, Illinois. 

Dr. Dean B. Cole of Richmond is Regent of the 
College for the district and Dr. C. Lydon Harrell of 
Norfolk serves as Governor of the College for Virginia. 
Officers of the Virginia Chapter of the College are 
Dr. Charles P. Cake, Arlington, President; Dr. 
Bryan Grinnan, Norfolk, Vice-President; and Dr. 
M. F. Brock, Norfolk, Secretary-Treasurer. 
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The Easter Seal Appeal. 

Between March 13 and April 13, twenty-nine 
million American homes will receive through the 
mails a gaily colored sheet of Easter Seals. Accom- 
panying these will be a letter asking support for one 
of our nation’s voluntary health and welfare organ- 
izations, Since its founding in 1921, hundreds of 
physicians have been and are now actively working 
with these National Society affiliates as advisors, 
counselors and consultants, and the Society’s work 
has the approval of the American Medical Associa- 
tion. 

Today, more than ever, this appeal needs the sup- 
Funds are needed 
It cannot fall 


port of the medical profession. 

to support a $10 million program. 

short because it will mean curtailment of existing 

services. 

Conferences for Army Medical Service Re- 
serve Officers. 

The Second Army Surgeon, Brigadier General 
Alvin L. Gorby, and a group of specialists will con- 
duct a series of orientation conferences for Army 
Medical Service Reserve Officers in the Second Army 
area during March, 1952. The following is the 
itinerary: 

Cleveland. Ohio --.--------- 15 
Cincinnati, Ohio 

Philadelphia, Penn. 

Richmond, Virginia 3 March 1952 
Pittsburgh, Penn. ...........2 March 1952 
Baltimore, Maryland 30 March 1952 

Following previous policy the Second Army is 
taking the orientation conferences to the field so as 
not to infringe on the professional time of medical 
reserve officers by calling them to Army Headquar- 


March 1952 
March 1952 
March 1952 


ters. A further convenience is that they are being 
held on weekends with a starting time of 1:30 P.M. 
Reserve medical officers should contact their ORC 


Unit Instructors for complete details. 


The Piedmont Proctologic Society 

Will hold its Spring meeting in Charlotte, North 
Carolina on March 29, under the presidency of Dr. 
J. Milton Stockman of Knoxville, Tenn. Dr. B. 
Richard Jackson of Raleigh, N. C., is secretary. This 


group is composed of proctologists in Virginia, North 
and South Carolina, Georgia and Tennessee. 


Richmond Eye, Ear, Nose and Throat Society. 
Dr. Mason Smith was recently elected president of 
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this Society and Dr. C. N. Romaine secretary-treas- 
urer. The Society meets on the first Tuesday in 
January, March, May and October and the place of 


meeting is the Commonwealth Club in this city. 


The Annual Spring Clinic 

Of the Norfolk County Medical Society will be 
held in Norfolk on Wednesday, April 2nd. The 
program will consist of a number of interesting 
papers presented by Norfolk physicians. All phy- 
sicians are cordially invited to attend. 


Continuation Course for Physicians. 

On April 3, +, and 5, the Frank E. Bunts Institute 
and the Cleveland Clinic Foundation will present a 
continuation course for physicians on “The Diag- 
nosis and Treatment of Malignant Disease.” Dr. 
Freddy Homburger, Research Professor of Medicine, 
Tufts College Medical School, Boston, will give the 
evening lecture on April 4. 
wil! be Dr. Allan C. Barnes, Professor of Obstetrics 
and Gynecology and Chairman of the Department, 


The other guest speakers 


Ohio State University, College of Medicine; Dr. 
Brown M. Dobyns, Associate Professor of Surgery, 
Western Reserve University School of Medicine, 
Cleveland; and Dr. Thomas D. Kinney, Director of 
Laboratories, Cleveland City Hospital and Professor 
of Pathology, Western Reserve University School 
of Medicine, Cleveland. 

Inquiries regarding the complete program and 
registration may be addressed to the Frank E. Bunts 
Educational Institute, 2020 East Ninety-third Street, 
Cleveland 6, Ohio. 


Dr. Charles M. Caravati, 

Richmond, was the guest speaker on January 16, 
before the annual joint meeting of the Section on 
Gastroenterology with the Medical Society of the 
District of Columbia. Following dinner, Dr. Cara- 


vati spoke on “Jaundice, Its Clinical Interpretation”. 


Roentgen Ray Meeting. 

The Spring meeting of the Virginia Radiological 
Society will be held at the Cavalier Hotel, Virginia 
Beach, on Saturday and Sunday, April 19th and 
20th. 
ginia and physicians in the Armed Forces are cor- 
dially invited. 


All members of The Medical Society of Vir- 


Detailed information may be received by writing 
the secretary, Dr. P. B. Parsons, Norfolk General 
Hospital, Norfolk. 
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The Fifth American Congress on Obstetrics 

and Gynecology 

Will be held at the Netherland Plaza Hotel in Cin- 
cinnati, from March 31 to April 4. The program is 
diversified so as to be of interest to physicians prac- 
ticing obstetrics and gynecology both in private prac- 
There will be much 
of interest to maternity nurses who are engaged in 
The 


special section on sociological factors should appeal 


tice and in public health work. 
either hospital or public health programs. 
to both physicians and nurses. The Congress ful- 
fills a real need for continuation education in this 
important field of medicine. 

The Virginia State Chairman, Dr. Waverly R. 
Payne, urges that hotel reservations be made as early 


as possible. 


The Memorial and Crippled Children’s Hos- 
pital 
Of Roanoke will hold its third annual post-grad- 
uate day March 27th, at Hotel Roanoke, starting at 
2:00 P.M. 


the University of North Carolina and the University 


Papers will be presented by doctors from 


of Virginia as follows: 

Renal Complications of Pregnancy—Dr. C. H. 
Burnett, Chapel Hill. 
Psychosomatic Aspects of 

George Ham, Chapel Hill. 
Modern Concepts in the Treatment of Liver Dis- 
ease—Dr. H. B. Mulholland, Charlottesville. 
After a short intermission, there will be a panel dis- 
cussion on Diabetes by these doctors, with Dr. Al- 
exander Marble of Joslin Clinic, Boston, as modera- 


Thyrotoxicosis—Dr. 


tor. A social hour and banquet will follow, after 
which Dr. Marble will speak on Present Day Treat- 


ment of Diabetes. 


Virginia Academy of General Practice. 
The Second Annual Scientific Assembly of the 

Virginia Academy of General Practice will be held 

at the Hotel Roanoke, Roanoke, Virginia, May 8-9, 


1952. 


An excellent program has been arranged, with 


outstanding speakers in the fields of roentgenology, 
psychiatry, diabetes, hormone therapy, geriatrics, hy- 
perthyroidism, emergency room surgery, fractures, 
dental problems in pediatrics, prostatism, diuretics 
and antibiotics. Postgraduate education and the 
responsibilities of the physician in the community 


will also be discussed and a clinical pathological 
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conference will complete an interestingly varied 
program. 

A cocktail hour and banquet, followed by a dance 
on Friday, May 9, will conclude the two-day Assem- 
bly, which gives promise of even exceeding, in in- 
terest and attendance, last year’s gathering, which 
has been acclaimed one of the outstanding events of 
that year of the medical profession. 

All members of The Medical Society of Virginia 
and colleagues in neighboring States are cordially 
invited to attend. 

Make your hotel reservations Now directly with 
the Hotel Roanoke, who will place you at other 
conveniently located hotels if their facilities are 


already engaged. 


Wanted— 


General practice office equipment, instruments and 


furniture. Address “Office Equipment”, care this 
journal, 1105 West Franklin Street, Richmond 20, 
Va. (Adv.) 
Wanted— 

Associate physician (general practice); drawing 
account plus commission; rapid advancement; twen- 
ty miles from Richmond. Write P.O. Box 257, Prov- 
idence Forge, Va. Phone 541. (Adv.) 


For Rent— 

Fully equipped office, with good supply of drugs, 
in a splendid location for a doctor. Situated in 
Grayson County near Fries, Galax, Independence 
and Ivanhoe, from which towns one may draw a 
large practice. The building is a new duplex-office 
and living quarters. Formerly owned by a doctor 
recently deceased. Address “Office” care this jour- 
nal, 1105 West Franklin Street, Richmond 20, Va. 
( Adv.) 

Wanted— 

One Resident Physician, $225.00 per month, Two 
Rotating Interns, $150.00 per month, 117 bed gen- 
eral hospital, newly opened. Apply in writing, Ad- 
ministrator, Louise Obici Memorial Hospital, Suf- 
folk, Virginia. Appointments will be available July 1, 
1952. (Adv.) 

Partner Wanted. 

Busy physician in Richmond, Virginia, wishing 
to limit his work, desires a partner. Full particulars 
on request. Address “79” care Virginia Medical 
Monthly, 1105 West Franklin Street, Richmond 20. 
(Adv.) 
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Dr. Joseph L. Wright, 

Prominent surgeon of Harrisonburg, died January 
26 in a hospital there. He was graduated from the 
University of Virginia in 1914 and for a time served 
as an instructor in surgery and a resident surgeon 
at the University Hospital. He had been a member 
of The Medical Society of Virginia for many years. 
His wife survives him. 


Dr. John M. G. Ryland, 

Well known homeopathic physician of Richmond, 
died February 2 at the age of sixty-two. He grad- 
uated from Hahnemann Medical College and Hospital 
of Chicago in 1919, and had practiced in Richmond 
for the past thirty-five years. He was a member of 
The Medical Society of Virginia. 
by his wife and two daughters. 


Dr. Carl W. White, 

A neuro-psychiatrist of Danville, died at a local 
hospital on February 3 at the age of 53. He was a 
graduate of Jefferson Medical College in 1923. After 
locating in Virginia, he was on the staff of the State 
Colony at Lynchburg before locating in Danville 
where he had practiced for the past six years He 
was a member of The Medical Society of Virginia. 
Two children and a brother survive him. 


He is survived 


Dr. William E. Tomlinson, Jr., 

Richmond, died January 27, apparently from suf- 
focation from carbon monoxide gas as a result of 
fire in the living room of his house, though he also 
suffered from a heart ailment. He was forty-four 
years of age and a graduate of the Medical College 
of Virginia in 1929. He saw service in World War 
II as a lieutenant-commander in the Navy and had 
been associated with the duPont Company in Rich- 
mond for the past fifteen years. Besides his wife 
and a child, he is also survived by his parents. 


Major-General Edgar Erskine Hume, 


Former chief surgeon of the Far East Command, 
died at Walter Reed Hospital in Washington, Jan- 
uary 24. He was 62 years of age and a graduate in 
medicine of Johns Hopkins University in 1913. He 
was one of the leading medical men in this country 
and is well remembered in this State as former li- 
brarian of the Army Medical Library in Washington. 





